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Rupture of the Uterus during Pregnancy. 


By James Ripper, M.C., M.D. (Edin.), F.R.C.S.E., 


Hon, Assistant Surgeon, South Devon and East Cornwall 
Hospital, Plymouth. 


INTRODUCTION. 


Rupture of the pregnant uterus before the onset of labour is 
exceedingly rare. 

For the purpose of description it is convenient to classify cases 
of rupture, before the onset of labour, as follows :— 


A. Cases in which there is no gross anatomical defect; in 
which a predisposing cause is a diseased, degenerated or 
previously injured uterus. Indirect violence is frequently 
the exciting cause. 

B. Cases in which there are gross lesions, such as interstitial 
pregnancy, pregnancy in the rudimentary horn of a 
bicornute uterus, new growth, hydatidiform mole, or rupture 
of the scar of a previous Cesarean section. 

C. Traumatic ruptures due to wounds by such instruments 
as sounds, curettes, bullets, or due to crushing or other 

forms of direct violence. 


In this paper type A only will be considered. 

The term ‘‘ spontaneous ”’ has been applied to types A and B, 
but this is not an exact term, and it will be avoided as far as 
possible. In the light of present knowledge it is generally possible 
to ascribe a definite cause for rupture. 

In the course of his practice the author has recently encountered 
a case of rupture of the uterus before the onset of labour. No 
excuse is necessary for placing on record an account of the case, 
which of itself is of particular interest, apart from the rarity of 
such cases in the literature. 
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The results of a search through the literature are embodied, 
including the work of Mercier, Baisch and Kane. With the last- 
mentioned author it was possible for the writer to be in touch 
by correspondence with America. The more recently recorded 
cases are analyzed as far as reports of them can be obtained in 
this country. 

In conclusion, etiology, symptomology, morbid anatomy, 
diagnosis and treatment are discussed. 


REPORT ON THE AUTHOR’S CASE. 


Mrs. R.Y., eet. 28 years, was admitted to hospital on September 
9, 1924, late at night. She had one child, aged 10 years. There 
had been miscarriages in 1918 and 1919, and syphilis had been 
contracted in 1919. The patient said she was about seven-and-a- 
half months pregnant, that she had been reporting to her doctor 
periodically, and that she felt well up to 10 days before, when 
her illness began. No foetal movements had been felt for seven 
days. This short history was elicited with great difficulty as the 
patient was suffering gravely. 

The patient was blanched, collapsed, with thready, almost 
uncountable pulse, and cold and clammy skin. The abdomen was 
distended, rigid, tight and tender. It was impossible to make 
out the size of the uterus on account of the pain, tenderness and 
rigidity. The tenderness seemed more marked in the right iliac 
fossa, but all over there was hyperzsthesia. Vaginal examination 
yielded negative information. The os admitted one finger. The 
patient was not in labour, and there was no bleeding from the 
vagina. There was a profuse purulent discharge. 

The condition was that of a moribund patient suffering from an 
acute abdominal catastrophe. 

With a provisional diagnosis of internal haemorrhage, due to 
ruptured extra-uterine pregnancy, laparotomy was performed. 

On opening the abdomen many pints of blood escaped from the 
peritoneal cavity. The writer had not previousiy seen the cavity 
contain so much blood. The uterus was marrow-shaped, the size of 
a seven months pregnancy, the fundus so thinned-out that the hair of 
the child’s head was clearly distinguished through the peritoneum. 
The great omentum had recently attached itself to the posterior wall 
of the uterus at the fundus. The anterior wall of the uterus pre- 
sented at the fundus a transverse tear, one inch in length, through 
the thinned-out wall. As hemorrhage had obviously taken place 
at the site of rupture, and as the uterus was almost as thin as tissue 
paper at the fundus, there was no question of suturing the tear and 
thus leaving an injured uterus, so sub-total hysterectomy was carried 
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A. Left tube. B. Right tube. C. Uterine tear. D. Posterior wall of uterus laid 
open showing friability of muscle. E. Cervix. 
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out. The abdominal wall was sutured in layers, drainage being 
provided at the lower end of the wound. 

Next day the patient was taking water freely by the mouth. 
After 48 hours the drainage tube was removed. In due course the 
patient recovered and left the hospital on October 7th, 1924, four 
weeks after admission. 


History ELiciteD SUBSEQUENT TO THE OPERATION. 

On Sunday night, August 31, 1924, about an hour after having 
had intercourse with her husband, the patient was seized with 
violent pain in the abdomen, which kept her awake most of the 
night. 

She was seen by her doctor on Monday morning, and 
remained in bed all that day. On Tuesday, feeling better, she got 
up, and went out to do her shopping, but she soon had to return 
home because of the pain in the abdomen, which she described as 
terrible. Faint and ill, she went back to bed, not to leave it until 
some days later, when she was sent to hospital by her doctor. 
He realized her grave condition from the first, but the woman 
refused to go to hospital. 


Previous illnesses. 


The patient had been admitted to the same hospital on October 
26,1918. Three weeks previously she had miscarried and delivered 
herself of a six months foetus. She was bleeding from the vagina. 
A diagnosis of retained secundines was made. The uterus was 
curetted and douched out. An old tear in the cervix was repaired. 
In 10 days the patient was able to leave the hospital. 

On November 26, 1919, the patient was again admitted to the 
same hospital bleeding from the vagina. Ten days before she had 
miscarried at six-and-a-half months. At the operation the placenta 
was removed manually with great difficulty. Convalescence was 
stormy. The Wassermann reaction was strongly positive. 

Anti-svphilitic treatment was carried out until February 1923, 
when the patient was discharged as cured from the V.D. Clinic. 


PATHOLOGICAL REPORT, 

The foetus was healthy, weil-nourished, and presented no sign 
of syphilis. It weighed 3lbs. The uterus was between seven 
and eight months pregnant. In the anterior wall of the fundus 
there was a transverse tear, one inch in length, leading down 
to the placental site. The uterine wall was extremely thinned out 
at the fundus. It seemed as though the placenta had eroded the 
uterine wall down to the peritoneal coat, 
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Dr. Eric Wordley kindly furnished the following report on 
sections of the uterine wall :— 

At the fundus there was practically no muscular tissue. Sections 
of the uterine muscle showed hyaline degeneration, cloudy swelling, 
thickening and thrombosis of the vessels, and diffuse fibrosis 
throughout the muscle fibres. The degeneration was of long 
standing. No spirochetes were seen after staining by appropriate 
methods. The Wassermann reaction was negative on September 
27, 1924. 


HIsTorRIcAL OUTLINE, 


Herman, in 1898, referred to rupture of the uterus during 
pregnancy, before labour, as sare. [le quoied five cases from 
Robert Barnes’ ‘** Obstetrical Operations,”’ three of which he could 
not trace in the volumes to which Barnes referred. In the fourth, 
the patient was in labour, and version had been performed. The 
remaining case, reported by McKinlay,? seemed genuine. The 
uterus bore no sign of thinning or disease ; the rent was across the 
fundus; pregnancy had advanced to the fourth month. He wrote 
that this case, if properly reported, established the possibility of 
spontaneous rupture of the uterus during pregnancy. He recom- 
mended suture of the rent or amputation of the uterine body. 
These cases were so rare that he could. point to no case in which 
this had been done. The patients had died of shock and hzemor- 
rhage, or, later, of general peritonitis. 

In 1898, Mercier,? of Tours, wrote a thesis on ‘‘ Spontaneous 
Rupture of the Uterus.’’ He collected 28 cases of rupture during 
pregnancy, including McKinlav’s case. His earliest record bore 
the date 1780. He included a case from his own practice, in which 
laparotomy was performed, and the uterus removed, the stump 
being fixed at the lower end of the abdominal wound. The patient 
died two days later, apparently from acute dilatation of the stomach. 

In 1903, Baisch* reported 79 cases of rupture of the uterus 
during pregnancy, including a case of his own due to previous 
uterine injury. He classified cases as traumatic or spontaneous. The 
first class included cases in which indirect violence played a part. 
In the second class were placed cases of interstitial pregnancy, 
malformation of the uterus, new growth, and rupture of the scar of a 
previous Czesarean section. Tle was the first to make an exhaustive 
enquiry with a view to placing the ztiology on a sound basis. 

In 1904 De Lee® published his paper, including a case of his 
own and a review of the literature. 

Kane® summarized the literature up to 1920, and added a case 
of his own. He estimated that between 1903 and 1920 probably 
25 cases had been reported. 
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Titus,’ in 1924, wrote.a short and concise account of spontaneous 
rupture of the uterus, founded chiefly on Kane’s researches. 


References in text-books are scanty or the subject is omitted 
on account of the rarity of the condition, but Munro Kerr® and 
De Lee® deal fully with the subject in their books. 

Freyer’s paper,’ published in 1924, dealt with traumatic rupture 
of the uterus in the second half of pregnancy. 

There is no doubt of the similarity between the cases with 
regard to previous history, clinical findings and morbid anatomy. 
Often cases were wrongly diagnosed, but the later cases were 
mostly operated upon, the surgeons having recognized the acute 
abdominal catastrophe. With this line of treatment the number 
of patients saved has increased considerably. Of Mercier’s 28 
cases, 23 died, but in those days surgery had not been brought 
within the competence of so many practitioners, and some. of the 
cases occurred in pre-aseptic days. Kane estimated that 50 per 
cent. of later cases have been saved. The foetal mortality is always 
loo per cent. 


ANALYSIS OF TWENTY CASES IN THE AUTHOR’S SERIES. 
Para. Prev. inst. Disease Acute 


interfer. uterus. abd. Treatment. Result. 


Gordon I 
Anderson'8 V 
Kanel* Il 
Armytage’® 
Macirone!® VI 
Campbell! I 
Wiedemann!’ Mult. 
Bovin!® Mult. 
De Leeé® XIV 
Trillat and Emery”? VI 
Meyer?! X 
Meyer?! IX 
Meyer?! II 
Gibbon??? 

Markoe?# 

McPherson”4 

Read?5 

Richardson?® 

Mooney”? 

Riddel 


yes 
no 

yes 
no 

yes 
no 

yes 
yes 
yes 
yes 
yes 
yes 
ves 


Lap. suture of tear 
Gauze packing 
Lap. hyster, 

Lap. hyster. 
Gauze packing 
Lap. hyster. 

Lap. hyster. 

Lap. hyster. 

Lap. hyster. 


Lap. hyster. 


Lap. suture of tear 
Lap. hyster, 
Lap. hyster. 


Lap. hyster. 
Lap. hyster. 


Recovery 
Death 

do. 
Death 
Recovery 
do. 

do. 
Death 
Recovery 
do. 
Death 
Death 
Recovery 
Death 
Recovery 
do. 

do. 
Recovery 


do. 


yes yes 
— yes 
— yes 
yes 
yes yes 
yess — 
yess — 
yes yes yes 
yes 
— yes 
ves 
yes 
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Three patients were pregnant for the first time; 15 had had 
one or more pregnancies. Previous operative interference 
reported in six cases. Disease of the uterus reported in nine cases. 
‘*Acuteabdomen "’ in 16 cases. Laparotomy was carried out 13 times 
with two deaths, operative mortality 16 per cent. (11 hysterectomies, 
two deaths). There were 13 recoveries, after hysterectomy nine, 
suture of tear two, gauze packing two. 

There were six deaths in the series, four of which — 
before any treatment could be carried out. Total mortality 32 per 


cent. In the cases which were treated the mortality was 13 per 
cent. 


ETIOLOGY. 


- It is possible to arrive at definite conclusions after studying the 
work of Mercier, Baisch, De Lee, Kane and other authors. 

Hofmeier?* reported a case in which a woman fell from a 
fourth storey window without rupturing the uterus. As a rule a 
healthy pregnant uterus wili tear only if subjected to violent injury, 
but Freyer’s patient ruptured the uterus after falling four-and-a-half 
feet.!°. The uterus was found to be free from signs of degeneration. 
One of the patienis of Fleurent'? sustained rupture after being 
crushed against a wall. 

Rupture of the pregnant uterus, excluding the work of criminal 
abortionists, is one of the rarest of accidents. If the uterus is 
diseased the wall may rupture in consequence of subjection to 
comparatively slight indirect violence, viz., coughing, straining, or 
falling. In several of the reported cases no disease was noticed, but 
this is unusual (Mercier, Baisch, McKinlay, Leopold, Ley, Meyer, 
McPherson, Freyer). Most and particularly later writers remarked 
on thinning of the uterine wall with characteristic changes. These 
were well marked in the author’s case. 


Predisposing causes. 

Multiparity. Rupture is commoner among parous women than 
primigravide. Multiparity produces degeneration of the uterine wall 
as a result of repeated pregnancies. The author's collection 
comprises a preponderance of parous women in the proportion of 15 
to three. Reusing and Plenio*! reported two cases which occurred 
in primigravidee. Most of the cases which they collected from the 
literature were in multiparze. De Lee’s patient, a negro woman, 
had had 13 previous pregnancies, Meyer’s nine and eight, 
Mooney’s 11, before the pregnancies at which rupture occurred. 
Previous injury and infection of the uterine wall. 


A most important cause of rupture is previous injury of the 
uterine wall due to instrumental or manual interference at 
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operations on the uterus. The wound may be an extensive one, 
depending on the type of instrument used. In Gibbon’s case a 
considerable piece of the uterine wali was torn away by the finger 
nails, when a retained placenta was removed. 

Such a wound heals by granulation, and is replaced by scar 
tissue, which leaves a weak spot in the wall, accompanied by 
thinning of the wali to a greater or lesser degree. Infection of the 
wound must frequently occur and leave the uterus the seat of 
chronic metritis. 

In the cases of Baisch, Herzfeld? and Staude*4 the uterus had 
been previously perforated by curette or sound. Jellinghaus,3> when 
reporting a case, drew attention to the fact that previous removal 
of an adherent placenta predisposed to subsequent rupture. He 
found no pathological condition save thinning of the fundus. The 
patient fell on her buttocks—indirect traumatism. She eventually 
recovered. 

Kane’s patient was curetted at a previous miscarriage. Fever 
followed, and Kane inferred that there was infection followed by 
chronic metritis. Wiedemann attributed the thinning of the uterus 
to previous puerperal infection. 

Meyer’s cases had had curettage or intra-uterine douche after 
parturition. Trillatand Emery’s patient had had three miscarriages, 
retained placenta, and curettage twice. 

The author’s patient had two miscarriages with operative 
interference, After the first the uterus was douched out on account of 
retained products. After the second the placenta was removed with 
great difficulty, and no doubt damage was done to the uterine wall. 
This case compares exactly with Gibbon’s. After the placenta was 
removed the patient ran a perilous course with high temperature. 
Infection had evidently taken place and further increased the 
uterine damage. Trauma and infection would explain the extreme 
thinning and degeneration of the uterus, the wall of which at the 
fundus was mostly composed of scar tissue, so thinned out that the 
hair of the child’s head was clearly distinguished through it. 

The author’s case was further complicated by syphilitic 
infection, which produced additional degenerative changes in 
the already damaged uterine wall. Armytage and De Lee 
definitely stated that no history of syphilis was available in 
their cases. Macirone noted old scars on both legs in his case. In 
the remaining cases no reference was made to syphilis or to the 
Wassermann reaction, except by Meyer. In one of his cases the 
blood was taken before death, but the reaction was negative. 

The author’s patient is the only one in the literature known 
definitely to have had syphilis. As an zetiological factor this must 

seriously be taken into account. In February, 1923, the Wasser- 
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mann reaction was negative and the patient felt safe, after discharge 


from the clinic, to have a baby. After recovery from her operation 


the reaction was still negative in September, 1924. Spirochztes 
were not seen when sections of the uterine muscle were examined 


under the microscope after appropriate staining. The foetus was 
healthy. 


Exciting Causes. 


Many oi the ruptures have been excited by indirect traumatism, 
Reusing described a case of his own and several others previously 
recorded. In six cases of the author’s series there was a history of 
indirect traumatism. Such injuries include falling on the buttocks 
or side (Leopold, Ley, and De Lee); lifting a weight and falling 
backwards (Herzfeld); straining at stool and vomiting (Jellinghaus, 
Armytage, and Meyer); jolting of a motor journey (Kane) ; 


; and 
sexual intercourse (the author). 


Baisch found in his 79 cases, including those with anatomical 
lesions, that 31 cases, 40 per cent., occurred during the first five 
months of pregnancy, and in these the uterine wall was diseased. 


In cases occurring later than five months scar tissue was usually 
found. 


In the present series six cases out of 19, 32 per cent., occurred 
during the first five months of pregnancy, and 13 after that period. 
In one of the former the uterine wall was found to be diseased, in 
a second there was no sign of disease, in the remainder no informa- 
tion was available. Of the 13 cases in which rupture occurred 


during the second half of pregnancy six presented signs of disease 
in the uterus, 


Baisch made out a strong case to support the theory that 
previous injury of the uterine wall is one of the main factors deter- 
mining rupture during pregnancy. The author’s researches and 
experience strongly support this contention. He is in agree- 
ment with other writers with regard to multiparity, previous injury, 
infection, and chronic metritis as causes of rupture of the uterus 
before the onset of labour. There remain cases in which no cause 


for rupture was assigned, but the same factors were no doubt at 
work. 


Kane states that infantilism was present in practically every case 
of rupture occurring in a primigravida. 


Baisch describes uteri as 
paper thin’’ in such cases. 


Ley’s primigravida gave birth to a 
healthy child 1g months after having had the rent in her uterus 
sutured (Thorne®), Here there was no question of infantilism, 
In Armytage’s case the pregnancy reached term, which reasonably 
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precludes infantilism, As far as can be gathered from Campbell’s 
report the patient did not have the infantile type of uterus. 
Pregnancy in an infantile type of uterus is very rare, for the 
women are almost always sterile. A few cases have been described, 
one by Freund, another by Schickele, both referred to specially by 
Wertheim. Freund considered his own case one of pregnancy in 
an infantile uterus, but Schickele looked upon his possibly as a 
pregnancy in a diverticulum (Munro Kerr). It would seem that 
infantilism operates extremely rarely as a factor in the etiology of 
rupture, 


PATHOLOGY. 


Unlike the tears which occur during labour those found before 
the onset of labour are confined to the upper part of the uterus, and 
are Situated in the anterior or posterior walls or at the summit of 
the fundus. They may be longitudinal, transverse, or oblique ; 
they are usually linear, but are sometimes irregular. 

The laceration is probably in all cases small at first, but rapidly 
becomes large enough, as a result of uterine contractions, to allow 
the foetus to escape into the peritoneal cavity. Labour pains cease 
as soon as the foetus has been expelled. 

In the author’s case the tear was a smail one. Uterine 
contractions did not supervene, and the tear was not increased in 
size. One of Meyer’s cases had a small tear. These are the only 
two cases on record in which the tear was a small one, and 
remained so. 

Almost always the uterine wall is thinned out or diseased. 
Leopold,” however, found no characteristic changes, and Mikhine,*° 
in a fresh preparation, discovered no changes that would explain 
the rupture. Mercier and Baisch were unsuccessful in finding 
microscopic evidence of degeneration. Freyer found that the 
uterus was healthy in a woman who sustained rupture after falling 
44 feet. He was certain that rupture was due in that case to 
traumatism alone, and not to any defect in the uterus. Gordon 
l_ey’s case is similar to Freyer’s. 

Veit®* believed that rupture occurred only during a contraction 

f the uterus, and not when the uterus was relaxed. 

Formerly fatty degeneration was described, but in the reports 
of recent cases there is no mention of this condition, and modern 
writers are very sceptical of it. 

Dawdioff and Poroschin*® found the elastic fibres diminished in 
amount, not staining as normal fibres, arranged zig-zag not spiral, 
and irregularly thickened. They held that this was the result of 

repeated pregnancies and quoted Martin and Duhrssen, who found 
a diminution of the elastic fibres in senile uteri. This work was not 
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confirmed by the researches of Pick, Ivanoff and Schaper (Munro 
Kerr). Baisch found degeneration of elastic fibres all over preg- 
nant uteri at term. 

In Kane’s case hyaline degeneration and round-celled infiltra- 
tion were found in the soft and friable uterus. Armytage describe 
an exactly similar condition with evidence of scar tissue formation. 
De Lee’s and the author’s cases showed hyaline degeneration. 

It is frequent to find hyaline degeneration in the region of the 
tear, with changes in the vessels, small-celled infiltration, and 
diffuse fibrosis, in short, signs of chronic metritis. 

Chronic metritis has frequently been ascribed as a cause of 
rupture and it is reasonable to assume that it predisposes to rupture. 
Munro Kerr felt sure that degenerative changes are frequently 
present and predispose to rupture. This was strongly emphasized 
by Baisch. 

The situation of the placenta appears to be related in some way 
to rupture. In a number of cases the placenta has been situated 
under the tear, and it is possible that the chorionic villi have an 
especially destructive effect and burrow into the uterine wall. 
This certainly seems to have been the case with the author’s patient 
where the placenta was directly under the tear in the uterine wall, 
which was practically devoid of muscular tissue at the fundus. 
Baisch and Alexandroff referred to the condition, though Baisch 
was unable to arrive at a definite conclusion. 


SYMPTOMATOLOGY. 

The symptoms are usually those of profound shock due to 

internal hemorrhage and pain in the abdomen, combined with 
signs of peritoneal irritation. They are rapid in onset and strike 
down a woman who has been in good health up to the moment of 
rupture. 
The severity of the symptoms depends upon the amount of blood 
lost. The amount of haemorrhage depends upon the size of the 
tear, the site and rapidity of rupture, and the position of the 
placenta. 

If bleeding is rapid the patient may die before any steps can be 
taken to arrest it, as in the cases of Armytage, Gibbon, Bovin, and 
Meyer. Those cases in which hzemorrhage is less rapid present 
the picture of an acute abdominal catastrophe. 

Pain in the abdomen is an early, constant, and prominent 
symptom. 

The abdomen is rigid, distended, and tender; dullness may or 
may not be made out in the flanks. The patient lies groaning with 
pain; pale, pulseless, and profoundly shocked. 

Usually there is a clear history pointing to death of the foetus. 
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Ten days is the longest recorded period for the patient to have 
survived rupture before receiving treatment to combat it (see the 
author’s case). This excludes cases in which, months after, foetal 
bones were discharged through fistulz. 

There was no difficulty in recognizing the acute abdominal 
emergency in the author’s case. The symptoms and signs of 
internal hamorrhage were only too clear, Kane ruled out internal 
hemorrhage because the illness had lasted five days. Trillat and 
Emery did not recognize their case as one of internal heemorrhage, 
Though they found the peritoneal cavity full of blood there was no 
dullness in the flanks before operation. They took the case to be 
one of intestinal obstruction, though they gave a fleeting thought 
to rupture of the uterus in considering the diagnosis. 


DIAGNOSIS. 


Though the ‘‘ acute abdomen ”’ is usually recognized it is not 
to be wondered at that the exact diagnosis is always uncertain. 
More often than not it has been incorrect, a diagnosis of ruptured 
extra-uterine pregnancy (Bovin, Riddel), appendicular abscess 
(Kane, Meyer), intra-abdominal hemorrhage (Macirone, De Lee), 
or intestinal obstruction (Trillat and Emery) having been made. 

When the laceration was felt per vaginam or the foetus was 
lying free in the abdominal cavity rupture of the uterus was 
diagnosed (ley, Anderson, Campbell, Wiedemann). 

The symptoms are most like those of a ruptured extra-uterine 
pregnancy, but the pain is more severe, and collapse is more pro- 
found in rupture of the uterus. The patients, when seen, have all 
been dving women. 


PROGNOSIS. 


This has vastly improved since the days before antiseptic and 
aseptic abdominal surgery was practised. Formerly most of the 
patients died, as Mercier’s long seriesshows. The author's collection 
comprises a much more favourable series of results, due mainly 
to the facility with which abdominal operations can be carried out 
under modern conditions, 

Oi 1g cases in the author's collection, 13 were subjected to 
laparotomy, in 11 of which the uterus was removed. There were 
two deaths, both hysterectomy (Kane and Meyer), giving an 
operative mortality of 16 per cent, as compared with Baisch’s figure 
of 40 per cent. of twenty years ago, 

The four untreated cases died, making the total deaths six, a total 
mortality of 30 per cent, as compared with Kane’s estimate of 50 per 
cent, 
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The prognosis, with regard to the mother, may fairly be said 
to be good, provided jfaparotomy is cairied out as quickly as 
possible. 

The foetal mortality remains unchanged. 

In Leopold’s and Henrotin’s*’ cases gestation continued with 
the child free among the bowels. The cord issued from a hole in 
the uterus, to the wall of which the placenta remained attached, 
internally. These are exceptional cases. Usually the child dies, 
becomes infected, and peritonitis closes the scene, unless the foetus 
is discharged through fistulous tracks. In Leopold’s case the 
mother recovered. Both children were eventually lost. 


TREATMENT. 


When the abdomen has been opened and a survey has rapidly 

been made there are two lines of procedure open to the surgeon :— 
1. To suture the rent in the uterine wall. 
2. To perform hysterectomy. 

Gordon Ley and Markoe were able to suture the uterus success- 
fully, and this is probably the best method to adopt when the 
uterine wall is healthy in appearance, 

Nineteen months later Ley’s patient, at a normal labour, gave 
birth to a full-time child. This was the first case of its type to be 
reported. Fleurent recocded a similar case in 1921. 

When the uterus appears on inspection to be healthy it may, 
in the light of these two cases, be left in the hope that a child 
may be s-cured at a subsequent pregnancy. This is of particular 
importance when rupture occurs in a primigravida. 

In the author’s case there was no doubt that hysterectomy was 
the only rational operation to perform in view of the extreme 
thinning out of the fundus. Other surgeons have had _ similar 
experiences ; out of 13 cases submitted to laparotomy, hysterectomy 
was required in I1 cases, 


SUMMARY AND CONCLUSIONS. 


1. Rupture of the uterus before the onset of labour is more 
common in multipare than in primigravide. 

2. Previous injury and infection of the uterus are the chief pre- 
disposing causes. 

3. The uterus is frequently thinned out and shows signs of 
chronic metritis. 

4. Slight forms of indirect violence often act as the exciting 
cause of rupture. 

5. Rupture is confined to the upper part of the uterus. 

6. Diagnosis depends on recognizing the ‘ acute abdomen,”’ 
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associated with signs of internal hemorrhage, the whole condition 
being graver than that of a ruptured extra-uterine pregnancy. 

7. Prognosis as regards the mother is good, provided cases are 
operated upon. In twenty years the operative mortality has beer 
reduced from 40 per cent. to 16 per cent. in the performance of 
laparotomy. 

8. Treatment consists in laparotomy, usually with hysterectomy v. 


Occasionally it may be justifiable to suture the rent in the uterine 
wall. 


. Injury of the uterine wall, associated with seps’s and followed 
by chronic metritis, may be the cause of rupture of the uterus at a 
subsequent pregnancy. Perforation of the wall by a curette, even 
though the wound heals without untoward signs, is not so harmless 
an accident as it may appear. Manual removal of the placenta 
with damage of the wall stands in the same relation. 
10. Any scar in the uterine wall is a potential danger, particularly 
when w eakened, even by mild sepsis. 
Prophylaxis is obvious. 
12. Intra-uterine manipulations, whether instrumental or manual, 
call for the exercise of the greatest skill and care, particularly in the 
case of the puerperal uterus. 
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Diet in the Treatment of Pre-Eclampsia.* 


By Victor JoHN Harpina, D.Sc. (Vic.), F.R.S. (Can.), 
and 
H. B. Van Wyck, B.A., M.B. (Tor.). 


From Department of Pathological Chemistry, University of 
- Toronto, and Metabolism Ward, Burnside Maternity Wing, 
General Hospital, Toronto, Canada. 


WHILST the ultimate origin of eclampsia and pre-eclampsia may 
be obscure, it is commonly held that dietary influences play a part 
in the production of the symptoms. Thus, the incidence of 
eclampsia, in many centres in Germany, presented a minimum 
during the period of the world-war compared with the pre- and 
post-war years. The majority of German observers attribute this 
to the dietary restriction of that period. In general, protein and 
fat, either together or singly, are held to be the responsible dietetic 
factor. Lafont! (1922), working in Algeria, however, attributes the 
difference in the incidence of eclampsia shown by the Europeans 
and natives to the more salty nature of the food of the former. 

Pre-natal clinics have done much to reduce the incidence of 
eclampsia, and thus the control of the early manifested symptoms 
would appear to be a valuable prophylactic measure against the 
more serious crisis which might otherwise arise. 

The. treatment of expectant eclampsia is influenced by the 
particular view held on the etiology of the condition. If the 
physician in charge believes in the production of a toxin or toxic 
substance, peculiar to pregnancy, as the original cause of the 
disturbance, he will employ all rational means for its elimination 
or destruction. He will employ vigorous purgation and the forcing 
of fluids through the kidneys. He may also, for the same reason, 
advocate venesection, though this latter may be used as a fleeting 
palliative against high blood pressure. If he has been strongly 
impressed by the dietetic factor he will place the patient on a limited 
milk régime. Such practice is common in many centres of 
medicine, We certainly do not know of any who will place such 


* The thanks of the authors are due to the Medical Research Committee 
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a class of patient on three heavy meat meals a day, or even on 
ordinary diet. 

Real evidence for such dietary restriction, however, is wanting. 
We know of no series of experiments in which the effect of various 
diets in pre-eclampsia has been deliberately tested. Yet such a 
series should not be impossible, nor, in view of our knowledge of 
metabolism in pregnancy, should it be considered too great a 
hazard for the patient. 

The majority of pre-eclamptics show little or no impairment of 
the kidney to eliminate nitrogenous products. The tests of Spald- 
ing, Shevky and Addis? (1922) and of de Wesselow® (1922) make 
it clear that urea, the end product of protein in the body, is easily 
excreted. Blood examination (Caldwell and Lyle, 1921; Killian 
and Sherwin,> 1921; King and Denis,® 1924) usually shows a 
normal or only slightly raised urea content indicating an undis- 
turbed equilibrium in this phase of the body’s activities. Indeed, 
the value, from a clinical standpoint, of chemical examination of the 
blood in these cases has been seriously questioned by Plass? (1924) 
and also by Harding, Allin and Van Wyck® (1924), and the return 
to a more rational dietary, containing protein, advocated by the 
latter. De Wesselow and Wyatt? (1925), in their recent monograph 
on this subject, observe that there is no necessity to restrict protein 
in the majority of pre-eclamptics. They advocate a diet of ‘ milk, 
bread, butter, rice, eggs and fruit,’’ with a total restriction of salt. 
In normal pregnancy Biirger!® (1923) has given as high as 200 gms. 
of protein a day for three weeks without observing any symptoms. 
From such evidence one would infer that protein feeding was a safe 
and sane procedure. 

The behaviour of fat in pre-eclampsia has not been the subject 
of any special experiments. It is generally supposed that ketosis 
is more easily provoked in pregnancy than in the non-gravid condi- 
tion, but this still awaits full experimental confirmation, a gap in 
our knowledge which we hope to fill shortly. Pre-eclamptics do 
not, however, show a ketosis, unless there has been a restriction of 
carbohydrate in the diet. Pre-eclamptics do not show any marked 
reduction of alkaline reserve (Losée and van Slyke," 1917). 

The use of carbohydrate in diet in pre-eclampsia has always 
been justified, both from a practical and theoretical standpoint. 

From the brief review we have given, it is evident we have little 
belief in the many theories which attribute the occurrence of 
eclampsia and pre-eclampsia to errors of protein or fat metabolism, 
and consequently see no value to the patient in their restriction. 
Our views on this point have been strengthened by a series of 
experiments on the feeding of high protein and high fat diets to 
mild and moderate cases of pre-eclampsia, 
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The position occupied by water and salt may be different. 
Recent work, as crystallised by de Wesselow and Wyatt, and based 
a great deal upon the experimental work of the former, would regard 
pre-eclampsia as a particular example of a parenchymatous neph- 
ritis, and on that ground alone would exclude salt from the diet and 
would limit the forcing of fluids. The view of Plass and Bogert!” 
(1924), however, on this subject must be taken into account, and we 
shall discuss this phase of the subject later. 


EXPERIMENTAL, 

In all we have performed a series of 15 experiments on the 
influence of protein, fat and carbohydrate feeding on pre-eclampsia. 
We have used to patients, and sometimes have used all three 
classes of diet on the same patient. The disturbances, on account 
of which these women were admitted to hospital, varied from a 
mild oedema or slightly raised blood-pressure to a definite pre- 
eclamptic state. All were such, however, that in ordinary circum- 
stances the treatment would have consisted of the usual rest in bed, 
purgation and limited milk diet. On admission, the patient was 
placed in bed, and put either on ordinary hospital diet for one. or 
two days, or immediately on an experimental diet. The composition 
of the protein, fat or carbohydrate diet is given in Table I. In the 
protein or carbohydrate diets the total of 24 hour calories was varied 
by altering the amount of each constituent by a proportionate 
quantity, so that the patient received her requisite amount of food. 
The fat diets were not adjusted in this way ; this made them usually 
low in calory value. The calory need was determined from the 
patient’s height, weight and age, calculated from the du Bois 
charts, and making an allowance of 20 per cent. for movements in 
bed. Calculated in this way, the fuel values of the protein and 
carbohydrate diets is perhaps slightly under the patient’s require- 
ment. No attempt was made to purge the patient ; a simple enema 
was given each morning, and occasionally a laxative pill might 
be administered. In order to save space we have selected for report 
three cases. 

Case 1, V. W. (Table II) represents a mild “‘ toxzemia”’ in a 
primigravida showing an elevated blood-pressure, some cedema of 
the ankles and albuminuria. On rest in bed on high protein, 
followed by high fat diet with 3 gms. of salt daily, the oedema and 
albuminuria rapidly disappeared. There was a certain amount of 
epigastric distress after the heavy protein meals, but this was not 
present on the fat diet. We attempted to see the effect of a high 
salt intake on this patient, but labour supervened. 

Case 2, W. T. (Table I11), also a primigravida, represents a much 
more serious condition, Here symptoms had commenced at about the 
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fifth month of pregnancy, increasing in severity. Headaches had 
been noted a month prior to her admission into hospital, and some 
blurring of vision appeared a fortnight later. The feet had become 
badly swollen, and the hands were beginning to show puffiness. 
The face was markedly puffy. Vomiting and intermittent epigastric 
pain had also been experienced. On applying to the ‘hospital for 
relief she was admitted to the metabolism ward, and placed on 
ordinary diet for three days, but afterwards on protein, fat, carbo- 
hydrate and protein diets successively, covering a period of 25 days. 
The cedema subsided markedly, though we could never say it was 
entirely absent in the ankles. The average systolic blood pressure 
also fell slightly towards the end of the experimental period. 
The albuminuria became very much less, but never entirely 
disappeared. At the end of the experimental period doubts were 
entertained as to the viability of the foetus, but a living baby was 
born a week later. The puerperium was complicated by a throat 
infection and an attack of pyelitis, which cleared under appropriate 
treatment. <A mild albuminuria was still present on discharge, five 
weeks later. 

Case 3, R.S. (Table IV) represents a condition that would be 
described as a ‘‘ recurrent toxzemia,’’ probably of the ‘‘ nephritic 
tvpe.’’ There is a history of diphtheria in childhood, but no 
evidence of kidney disturbance until the first pregnancy. Following 
that, however, there had been a constant nycturia. The history of 
the various pregnancies is interesting :— 


Pregnancy 1. Pre-eclamptic signs for two or three months 
prior to eclampsia at eight months; induction, stillborn 
child. Treatment, ‘‘no meat,’’ purgation, etc., not kept 
in bed during pregnancy. Was six months in bed after 
the birth of the child. 

Pregnancy 2. Spontaneous labour eight months. Pregnancy 
fairly normal throughout. 

Pregnancy 3.  Pre-eclamptic symptoms at five months, 
continuing to seven months, then convulsions, followed by 
spontaneous labour; stillborn child. Post-partum blind- 
ness; two months. in bed. 

Pregnancy 4. Induction at three months because of ‘‘ backache 
and pains in legs ’’(?). 


The present pregnancy was normal until about two months prior 
to her entry into the hospital. The patient had then been under 
observation three months, and had been on a meat diet. Two 
weeks before she was admitted oedema appeared in her extremities, 
and she had some blurring of vision. Two days before she 
complained of headaches, and her face was puffy. 
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The patient was put on an ordinary hospitai diet for the first 
three days, containing a little salt. Even on this diet she improved, 
but the subsequent feeding of high protein diets or ordinary 
hospital diet without salt was followed by further improvement. 
Later, ordinary hospital diet, containing salt, led to a return of 
the oedema, and to a general duli, heavy feeling. This, although 
not a well-controlled observation, is in line with our conclusion 
from other cases, that salt is a much more dangerous factor in diet 
with reference to eclampsia or pre-eclampsia than either protein 
or fat. 

The remainder of our cases show similar results. In no case 
have we-been able to find any harmful effects from the feeding 
of diet high in protein or fat to such patients. With these findings 
in mind there remained no reason why an ordinary hospital diet 
should not be given to this class of patient. The high protein 
diets had been given as an experiment with the belief that they 
would prove to be without influence on pre-eclampsia, not that we 
believed them to be directly beneficial or necessary to treatment. 

_A series of similar cases, 12 in number, were, therefore, treated by 
rest in bed with ordinary diet, but salt free. This series includes 
cases both in hospital and private practice. 

Case C.C. might be cited as an example (Table V), as, in 
addition to representing a severe pre-eclampsia, it illustrates a 
phase of oedema to which no attention is paid in obstetrics, and 
which perhaps may be more prevalent than is generally imagined. 

The patient, 2-para, and seven months pregnant, was admitted 
for the pre-eclamptic signs of high blood-pressure, marked oedema 
and headache. The symptoms of oedema and headache had first 
been noticed a month previously. There was aiso an indefinite 
account of blurring of vision, but examination failed to reveal any 
retinitis. The patient was put to bed, placed on an ordinary mixed 
diet of about 1,500 calories, but prepared salt free, and was main- 
tained on this for a period of 44 days. No purgation was 
attempted; the bowels moved naturally once a day. Under this 
treatment she undoubtedly improved. The blood-pressure, though 
varying markedly at times, as she was a nervous, excitable girl, fell 
to what was considered a safe level. The cedema_ subsided 
markedly, though we must state that we were never. satisfied 
that it disappeared entirely. The sodium chloride excretion in 
the urine showed that an equilibrium was reached at 2-3 grms. 
This probably represents an amount of chloride in the diet, which, 
though cooked and used without the addition of salt, nevertheless 
will contain small amounts of naturally contained chloride. The 
headaches disappeared, and the patient became markedly improved 
in her general condition. Five weeks after admission the child 
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was still alive, but its death must have occurred soon after this, for 
no further movements nor heart sounds were noted; the blood- 
pressure fell to a much lower level, and on induction of labour a 
small macerated foetus was delivered. At one period during her 
stay in hospital this patient was given 30gms. sodium bicarbonate 
by mouth daily for seven days. Our reason for this had no bearing 
on the treatment of pre-eclampsia. The result, however, was 
interesting, if not startling, and certainly offers a definite caution 
against the indiscriminate use of alkali in this condition. By the 
fifth and sixth days a marked cedema of the extremities developed, 
This was due to a retention of chloride, evident from the urine 
analysis even during the first 24 hours of the sodium bicarbonate 
administration; it is aiso shown by the increased excretion of 
chloride into the urine after cessation of the alkali. The retention 
of chloride with the production of oedema, consequent to the 
administration of sodium bicarbonate in large doses, was noted 
many years ago by Widal, Lemierre and Cotoni! (1911). These 
cases, however, were cases of diabetic coma. They noted that 
normal men do not show a marked retention of chloride when 
given large doses of alkali. The observation that pre-eclamptics 
can show an oedema of this tvpe is, however, a new observation as 
far as we are aware, 

Of interest, too, are our observations on Case N.G., four 
months pregnant, who was brought into the metabolic ward as a 
normal case. During this early period of pregnancy she remained 
well on any diet, including a high fat ketone-producing diet. At 
six months symptoms of oedema appeared if the patient was left 
on ordinary hospital diet for any length of time. This was very 
marked at seven months, when, during the Christmas vacation, 
the patient was left for 14 days on ordinary salt-containing hospital 
diet. The oedema subsided on salt-free diet. This patient was 
delivered at eight and a half months of a four-and-a-half pounds 
child. 

Our most striking example of the harmful effect of salt is that 
of the ‘‘ toxzemia’’ case of Mrs. E.T., fully reported in a previous 
paper’ (Harding, Allin and Van Wyck, 1924), where the addition 
of 15grms. of salt to a carbohydrate diet brought back the 
symptoms of oedema, headache, etc., which had disappeared on a 
diet of milk, orange juice and vegetables, followed by a diet 
preponderating in carbohydrate, but containing only 3grms. of 
salt. 

DIscussION. 

The results suggest strongly that in the treatment of pre- 
eclampsia there is only one pertinent dietetic factor. It is the 
presence or absence of salt. Protein or fat, even in excess, produce 
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no ill-effects. It is true that the excess was not continued over a 
long period of time, but it was fed to patients already showing signs 
of ‘‘ toxemia ’’ and presumably therefore particularly susceptible 
to the error in diet, which might be responsible for their condition. 
That such patients are susceptible to a high salt intake only 
strengthens our argument for the innocuous nature of protein or 
fat. 

The results we have obtained are encouraging from a clinical 
standpoint. It is certainly much more agreeable for the patient to 
be given a rational balanced diet, even though it be free from salt, 
than to live on a restricted milk or carbohydrate diet. The absence 
too of violent purgation and the forcing of fluids cannot but be 
beneficial to the patient’s state of mind, and thus render more 
effective the necessary rest in bed, for it is to this latter part of the 
treatment that we attribute such falls in blood pressure as we have 
observed. The total restriction of salt should not be carried out 
over an excessively long period of time, though it may be true that 
the body has reserves of chloride upon which it can draw in time 
of need. With the collection of 24-hour specimens of urine and 
laboratory control, the point at which to cease total salt restriction 
is easily determined. The salt excretion in the urine reaches a 
minimum of 2-3 gms. and remains at that figure. The oedema will 
have either disappeared entirely or reached a stationary condition. 
When one is convinced that no further benefit accrues by rigid salt 
restriction, 3 gms. are added to the diet. This quantity is sufficient 
to maintain equilibrium. 

The results are undoubtedly beneficial to the mother, though 
the child does not always escape death. Not one of our cases, 
however, developed convulsions, and headaches and eve symptoms 
were much improved. The albuminuria, however, did not always 
disappear. 

How are such results to be interpreted? Are we to consider 
the oedema as the inevitable result of a nephrosis, or are both merely 
symptomatic of a more generalized vascular disturbance? We 
would incline to the latter. Our reasons for so doing have arisen 
from observations made on the chloride content of blood during the 
progress of normal pregnancy. The results, which are shown in 
Figure I, were obtained on the same series of patients upon which 
we determined the non-protein nitrogen and uric acid content of 
blood, and which we previously reported in this Journal (Harding, 
Allin and Van Wyck,’ 1924). The general trend is that the 
chloride content of the blood in pregnancy increases until about the 
seventh or eighth lunar month and then decreases to the end of the 
gestation. These results, we think, should be viewed in conjunc- 
tion with those of Plass and Bogert,!? who showed that there occurs 
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during pregnancy a progressive hydremia, reaching a maximum 
between the sixth and seventh lunar months and then subsiding 
until the'body reaches a normal water content some ten days-or so 
after labour (see also Figure 1). Plass and Bogert supposed that 
thé toxemias of later pregnancy represented an exaggeration or 
continuation of the normally occurring hydramia. Our observations 
.on the-chloride content of blood during normal pregnancy lend 
support to such an idea, and open up-a field of speculation as to 
how far such a hydraemia is inevitable, and whether or no such an 
exaggeration as Plass supposes to be the cause of the toxemia, 
could be restrained within normal limits by the use of salt-free diets. 
Our experience, as outlined in this paper, would indicate a possi- 
bility in this direction, and we would suggest the inclusion of some 
form of control of salt intake as a necessary adjunct to the pre-natal 
clinic. Such a control, to be of value, must be rigid. It would not 
be sufficient merely to advise the patient to use less salt. The 
directions should be more explicit, for the salt used in the ordinary 
process of cooking amounts to 8—15 gms. a day. Scme definite 
part of the gestation period, such as one week out of four, com- 
mencing at the fifth or sixth month of pregnancy, should be set 
aside and all meals taken during those weeks consumed salt-free. 
We believe such a control would be of definite prophylactic value, 
though we are well aware that it does not touch the primary 
etiological cause of the disturbance. Only a comprehension of the 
cause of the normal hydrzmia of pregnancy can do this. 


SUMMARY. 
1. Patients showing pre-eclamptic symptoms have been given 
diets high in protein or fat, but salt free. 
2. Such diets produce no aggravation of symptoms. On the 
contrary the patients show clinical improvement. 
3. Ordinary hospital or home diets can be used in the treatment 
of pre-eclampsia, provided they are salt-free. 


4. No attempt was made to purge such patients nor to force 
fluids. 


5. The inclusion of one salt-free week in four as a prophylactic 


measure against pre-eclampsia is suggested as an addition to the 
usual pre-natal care. 
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The Material and Methods of a Gynecological and 
Obstetrical Clinic. 


By W. Bett, B.S., M.D.(Lond.), 


Professor of Gynecology and Obstetrics, the University ; Gyne@co- 
logical and Obstetrical Surgeon, the Royal Infirmary, Liver- 
pool; Hon. Fellow, American College of Surgeons; Hon. 

Fellow, American Gynecological Society, etc. 


THe MATERIAL AND METHODS 
©F THE OBSTETRICAL AND GYNXCOLOGICAL DEPARTMENT 
IN THE UNIVERSITY OF LIVERPOOL. 


B.—METHODs. 
In the previous communication* I described briefly the accomoda- 
tion and general equipment of the University Department. Here, | 
shall recount, as concisely as I can, the methods which we have 
adopted for teaching the large number of students that come under 
our care, and afterwards discuss the arrangements for research. 


UNIVERSITY REGULATIONS. 

Of recent vears the number of undergraduates studying in the 
Department at the same time has been over 200, owing to the 
abnormally large number of students entering after the war, and 
because we have taught them both in the fourth and fifth years. 
Under the new regulations there will be considerable alterations : 
we are now, in fact, passing through the transition period. 

Perhaps it will make for lucidity, then, if I state what the 
regulations have been, and in what respects they have been 
changed. 

Previously to the last autumn term (1925), when the new 
egulations began to come into force, the medical student was 
required to attend obstetrical and gynecological lectures during 
the Autumn and Lent terms of his fourth vear, 

The fifth-vear student was required to attend three advanced 
classes, called ‘ Practical Obstetrics,’ every week during the 
Summer term. In addition one voluntary museum class was held 
for fifth-vear students, each week during the Autumn, Lent, and 
Summer terms, 

Three months dressing in a recognized gynecological Hospital 
or department of a general Hospital, and a fortnight in residence 


* Continued from p. 726 of Vol. xxxii, 1925. 
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at the University hostel, known as Brownlow House, during which 
time the student was expected to attend 20 cases in the district or 
at the Maternity Hospital, comprised the clinical work considered 
necessary. Moreover, this clinical work could be taken during the 
Summer term of the third year—before the student had been taught 
anything appertaining to obstetrics and gynecology. 

As mentioned, during the first two terms of the fourth year the 
actual systematic teaching was given. 

When the general rearrangement of the curriculum, which is 
now coming into force, was being considered, I suggested that it 
would be better for the student if he were required to attend 
obstetrical and gynzecological lectures and to do his dressing in 
the fifth year, instead of the fourth, for by the fifth year he would 
have completed his ordinary surgical dressing and medical clerking, 
to which he would then have been able to devote his attention, 
undisturbed by the attractions of obstetrics and gynecology. 

The Medical Faculty readily agreed to the suggested alteration ; 
but for the present, and purely as a temporary measure owing to 
the large number of students and the limited number of maternity 
cases available, it has been agreed that the last, the Summer, term 
of the fourth year may be utilized for gynecological and obstetrical 
teaching and dressing, and time has been set apart for introductory 
lectures or classes during this term. 


The present arrangements for systematic teaching are, then, as 
follows :— 


Summer term, fourth year - Two lectures or classes each 

week. 

Autumn and Lent terms, fifth vear - Three lectures each week and 
one voluntary pathological 
class. 

Summer term, fifth year - - - Two lectures and two classes, 
one of the latter being volun- 
tary. 


It is possible that eventually the teaching in the Summer term 
of the fourth year will cease. 


SYSTEMATIC TEACHING. 

Lectures. At the beginning of the Summer term in the fourth 
year the systematic lectures commence ;.and during this term there 
are two each week. These are continued through the Autumn and 
Lent term on three days in the week, and on two days a week 
during the Summer term of the fifth year. About 70 lectures 
in all are delivered. The following list shows the order in which 
they are taken, 
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LIST OF LECTURES. 
I.—MorPHOLOGY. 
Lecture I. Introduction : 
Biology of Reproduction. 
Development of early human foetus and 
membranes. 
Lecture II. Differentiation of sex and sex organs : 
Determination of sex. 
Sex differentiation and characteristics. 
Hermaphroditism. 
Early development. of female genital 
organs. 


Lecture III. .- ‘Development of Female Genital Organs : 

Development of ovary, uterus, vagina and 
vulva. 

Lecture IV. Anatomy of the Genital Organs: 

Uterus, Falloppian tubes, vagina, and 
ovary. 

Lecture V. Anatomy of the Genital Organs : 
Pelvic diaphragm. 
Pelvic floor, 


Lecture VI. Anatomy of the Genital Organs and their 
Relations : 
Pelvic connective tissue. 
Ureter. 
Blood supply of the genitalia. 
Lymphatics of the genitalia. 
The mamme. 


Lecture VII.- = - Physiology of the Genital Organs : 
Normal secretions. 
Puberty. 
Menstrual function. 
Menopause. 


Lecture VIII. - Physiology of Conception and Reproduction : 
-Impregnation. 
Implantation, 
Metabolism in pregnancy. 
Ductless glands in pregnancy. 
Lecture IX. - = General disturbances and local changes which 
occur during pregnancy. 
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Lecture 


Lecture 


Lecture 


Lecture 
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XI. - 


XII. - 


XHI. 


XIV. 


IV.—CASE-TAKING AND THE EXAMINATION OF PATIENT. 


Normal parturition : 
Passages. 
Foetus. 
Mechanism of labour. 
First stage, 
Second stage. 


Mechanism of Labour (cont.) : 
Third stage. 
Puerperium. 


INrant. 
The Newborn Infant : 

Infant feeding. 
Congenital Disorders of the Infant. 


Case-taking.and the Examination of Patient, 


Lecture 


Lecture 
Lecture 
Lecture 


Lecture 


Lecture 


Lecture 


Lecture 


Lecture 


XV. - 


XVI. 
XVII. 
XVIII. 
XIX. 
XX. - 


XXI. 


XXII 


XXII. 


V.—DISORDERS OF CONCEPTION, PARTURITION AND THE 


PUERPERIUM. 


Disorders of Coitus and Fertilization : 
Apareunia, 
Dyspareunia. 
Sterility. 
Abortion. 
Ectopic Pregnancy. 
Diseases of the Decidua, 
Amnion, 
Toxemias of Pregnancy : 
Metabolic disturbances. 
Toxemias of Pregnancy : 
Clinical features. 
Antepartum Hemorrhage : 
Accidental hemorrhage. 
Placenta previa. 
Abnormal Labour : 
Foetal factors. 
Breech presentation. 
Abnormal Labour : 
Foetal factors. 
Occipitoposterior presentations. 
Face presentations, 
Brow presentations. 


Chorion 
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Lecture XXIV. Abnormal Labour : 
Foetal factors. 
Transverse ‘lie. 
Lecture XXV. Abnormal Labour: 
Foetal factors. 
Labour with twins. 
Presentation and prolapse of cord. 
Foetal abnormalities. 
Lecture XXVI.  - Abnormal Labour : 
Maternal factors. 
Abnormalities of uterine contractions. 
Post-partum haemorrhage. 
Subinvolution. 
Lecture XXVIJ. - Abnormal Labour : 
Abnormalities of the maternal passages : 
Congenital malformations of the pelvis. 
Lecture XXVIII. - Abnormal Labour : 
Abnormalities of the maternal passages. 
Congenital malformations (cont.), 
Acquired deformities of the pelvis. 
Lecture XXIX. - Abnormal Labour : 
Acquired abnormalities of the maternal 
passages. Rickets. 
Obstructed labour. 


VI.—OBSTETRICAL OPERATIONS. 


Lecture XXX. - Obstetrical Operations : 
Conservative operations. 
Induction of labour 
Version. 


Lecture XXXI. - Obstetrical Operations : 
Conservative operations (cont.). 
Czesarean section. 
Symphysiotomy. 
Pubiotomy. 
Lecture XXXII. - Obstetrical Operations : 
Conservative operations (cont.). 
Forceps. 


Lecture XXXIII. - Obstetrical Operations : 
Destructive operations. 

Craniotomy. 

Decapitation. 
Embryotomy. 
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Lecture XXXIV. - 


Lecture 
Lecture 


Lecture 


Lecture 


Lecture 


Lecture 


Lecture 


Lecture 


Lecture 


Lecture 


Lecture 
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XXXV. - 


XXXVI. - 


XXXVIL.- 


XXXVIIT. 


XXXIX., - 


XL. - 


XLI.- 


ALi. 


XLII. - 


« 


XLV. 


Foetal Injuries : 

Asphyxia neonatorum. 

Head injuries. 

Muscle injuries. 

Peripheral paralyses. 

Fractures and dislocations of limbs. 


DERANGEMENTS. 
Congenital Anomalies of the Genital Organs. 
Acquired Anatomical Derangements of the 
Genital Organs. 


injuries. 


Acquired Anatomical Derangements : 
Malpositions. 

Acquired Anatomical Derangements : 
Upward displacements. 
Downward displacements. 


IX.—PHYSIOLOGICAL DERANGEMENTS. 
Disorders of Puberty : 
Disorders of menstruation. 
Cryptomenorrhcea. 
Amenorrheea. 
Scanty menstruation. 
Menorrhagia. 
Epimenorrhoea. 
Epimenorrhagia. 
Dysmenorrheea. 
Other Disorders of Menstruation : 
Disorders of the menopause, 


Syphilis. 


Tuberculosis. 
Infective Diseases of the Genital Tract : 
Pyogenic organisms. 

Puerperal infections, 

Rare Bacillary Infections : 

-arasitic diseases of the genital tract. 


X.— INFECTIONS. 
Infective Diseases of the Genital Tract. 
Normal conditions. 

Types of infection. 

Gonorrhoea. 

Infective Diseases of the Genital Tract : 


f 
4 


Material and Methods 


XI.—Tumours. 


Lecture XLVI. Retention Cysts of the Genital Tract. 
Lecture XNLVII. Nature of new growths. 


Innocent neoplasms of the vulva, vagina, 
and uterus. 


Lecture XLVIII. Innocent Neoplasms of the Uterus and 
Muscular Ligaments. 


Lecture XLIX. Innocent Neoplasms of the Uterus and 
Muscular Ligaments (cont.), 


Lecture Innocent Neoplasms of the Uterus and 
Muscular Ligaments (cont.), 


Lecture Innocent Neoplasms of the Falloppian Tubes. 
Innocent Neoplasms of the Broad Ligaments. 
Innocent Neoplasms of the Ovary. 


Lecture Innocent Neoplasms of the Ovary (cont.). 

Lecture Malignant Neoplasms of the Vulva, Vagina 
and Falloppian Tubes. 

Lecture Malignant Neoplasms of the Cervix, 


Lecture ‘ Malignant Neoplasms of the Body of the 
Uterus. 


Lecture Malignant Neoplasms of the Ovaries. 


XIT.—ALLIED Morsip CONDITIONS. 
Lecture LVII. - Constitutional Diseases. 
Diseases of the Ductless Glands. 
Lecture LVIII. - Local Diseases. 
Affections of the urinary system, 
Affections of the alimentary tract. 
Dermatoses. 


The remaining lectures are devoted to gynecological operations 
and procedures, as time allows. 


These lectures have been arranged and systematized in such a 
way that on the rare occasions that the Professor is unable to 
lecture himself the University Lecturer or the Demonstrator can 
carry on without preparation, and in proper sequence, detail and 
extent. In this way nothing is omitted, and by experience the time 
most suitable has been apportioned to each part of the subject. 

The system adopted is as follows : 

For each lecture there has been prepared a card of foolscap- 
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size, on which the main headings for the lectures are typed in red, 
and the sub-headings in black. The fewest possible headings are 
used (Fig. 10). 

For each lecture a set of lantern slides has been made, and these 
are numbered serially. 

Opposite to each heading on the card, for which there is a 
lantern illustration, the number of the slide is typed. If there are 
several slides for one heading or sub-heading, the total number 
is typed in brackets first and the actual numbers of the slides follow 
in order. 

It is possible, therefore, for the Lecturer to see at a glance how 
many slides there are for one heading, and, if necessary, what the 
actual slide-numbers are. 

In addition to the white card containing the headings, sub- 
headings and numbers (Fig. 10), there are also for each lecture 
several black sheets on which are pasted in order prints of the 
lantern-pictures to be used. These are numbered with the slide- 
numbers, which correspond with the figures on the headings-card 
(Fig. 11). It will have been observed that the slides are numbered 
alternately in order to allow for additions. 

The Lecturer taus has at his disposal, if he require the iniorma.- 
tion, not only the subject headings, sub-headings and the slide- 
numbers, but also numbered pictures corresponding with the slides. 

The lantern-slides have been prepared from the illustrations in 
well-known text-books, and from our own material. We have for 
the regular jectures alone some 1,500 slides, an average of about 
20 for each lecture. It may be mentioned that in the Department 
are hundreds of other lantern slides that can be drawn upon for 
more advanced studies, and for occasional lectures given elsewhere 
by members of the Staff. 

There are few lectures that can be delivered in less time than 
the complete hour allowed. This is a long time during which to 
hold the attention of a large body of students on three days every 
week, and there can be few of us who, if we throw ourselves into 
the work, do not feel somewhat tired of lecturing at the end of a 
term. It is, therefore, of the utmost importance that we should’ 
simplify the work for ourselves, and at the same time please our 
students. It is, indeed, my belief that unless a person be interested 
he cannot learn. Sometimes I wonder whether the students realize 
how nice it is to us to know by their subdued applause when we go 

into the theatre that they are looking forward to the lecture, and 
when we leave that they have enjoyed it. This feeling on the part 
of the students is not engendered so much by personal considera- 
tions, as by the fact that they realize that trouble has been taken 
to present the subject in an interesting, orderly and intelligible 
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TUMOURS. 
NATURE OF NEW GROWTHS. 
Innocent neoplasms 


Malignant neoplasms 


INNOCENT NEOPLASMS OF THE VULVA 
Lipomata 
Fibromata 
Papillomata 
Warts 
*Caruncles 


Adenomata 


INNOCENT NEOPLASMS OF THE VAGINA 


Fibromata and fibromyomata 
Endometriomata and endometriomyomata 
Adenomata 


Diffuse adenomatosis (3) 


INNOCENT NEOPLASMS OF THE UTERUS 
Adenomata 
‘ Erosion’ of the cervix (3) 
Adenofibromyomatous polyp 
Diffuse adenoma of endometrium 
Glandular hyperplasia 
Polypoid adenoma (3) 
Glandular hypertrophy 
Symptoms 


Treatment 
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Lecturer’s sheet showing lantern illustrations, 
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Fic. 12. Drawer-box used to hold cards with descriptions 
of museum specimens. The case is fixed on the shelf 


FIG. 13. Eyepiece for use in the teaching of histology. 
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manner, an achievement which is greatly assisted by the use of a 
lantern, and the system | have described.* 

When it comes to the time for the consideration of inant 
feeding and the ailments of the new-born infant, two lectures are 
delivered by the University Lecturer on Diseases oi Children, who 
is kind enough to co-operate with us in this matter. This is a 
step which is capable of extension, as we have found: especially 
may it be an advantage for the student to hear, instead of the 
Professor, one of his assistants or someone clse give a lecture 
in the course which concerns some part of the subject on which the 
lecturer chosen is doing special work. Nothing stimulates the 
spirit of research in students more than listening to an enthusiast 
on his own subject. 


Classes. The chief objects of class instruction are the amplifica- 
tion of the information given in the lectures, the thorough teaching 
of pathology, and the training of the student in the use of forceps 
and other obstetrical instruments. The classes are taken by the 
Lecturer and the junior members of the Staff. 

Now, all these classes are systematized. A series of cards is 
in course of preparation in order that to each class may be appor- 
tioned the proper subject, and that this may be presented in the 
proper manner. Owing to the large number of students at present 
attending, they are divided into three groups, which are taken 
separately in different parts of the Department. The students 
whose surnames commence with letters, say, from A—H form one 
class, I—P another, and so on. The whole number is divided 
so as to equalize the different classes. One set is taken by the 
Lecturer in, perhaps, the theatre, on the next occasion he will take a 
different batch, and so on, the other teachers doing the same. 

As stated in the previous article, the arrangement of the 
museum is on a pathological basis, and the catalogue consists of 
a card-system whereby each specimen is described on a separate 
card on which the history of the case is outlined, and attention is 
directed to the lesion, or lesions, responsible for the symptoms and 


* With regard to this system, which has already found its way to several 
centres, I would like to say that our secretaries have not the time to copy 
out the headings-cards for others. Were we able to distribute them to those 
who are kind enough to wish to have them, we should be glad to do so. If, 
however, as a result of this communication, there be a sufficient number of 
applicants at one time, the Publisher of this Journal, with permission of 
the Editor, will print and publish suitably the headings-cards; and arr- 
angements might be made for supplying the corresponding lantern 
slides to those who care to buy them. Should there be any profit it would 
be allocated to the Department. 
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physical signs. Whenever possible a photomicrograph, which is 
described, is attached to the back of the card. 

Tnese cards are preserved in specially made drawer-boxes, of 
which there is one to each shelf in the museum—that is, for each 
pathological sub-division, but where this contains more than 30 
specimens a further container is required (Fig. 12). 

The cards, which cannot be detached without the use of a key, 
may be employed along with the specimens in the classes and for 
private study by the students. 

The histological work is always somewhat difficult to teach ; 
that is to say, if the students use their own microscopes a large 
number of sections is required, and it is impossible to be sure 
that each can make the same observations at the dictation of the 
instructor. We have now acquired several teaching-eyepieces 
(Fig. 13). By means of this instrument the teacher and student, 
each looking down an eyepiece at the same time, and the former 
manipulating a pointer, can go over the section together. This 
saves much time, and makes for better understanding. 

It is necessary to have as many sets of sections as there are 
classes, and these must be studied alongside of macroscopical 
specimens, 

On headings-cards for each class the numbers of the sections 
and specimens are placed opposite the headings. Thus, if the 
lecture has been on ovarian cysts, the class next held consists of a 
demonstration of specimens with illustrative slides. While this is 
going on questions are asked, and the aspects of the subject out- 
lined in the lectures are discussed. 

When the lecture concerns an obstetrical subject, such as 
pelvic contraction, actual specimens are examined and measured, and 
the clinical features correlated with the actual findings. 

With proper organization, such as I have described, it is a 
simple matter for the chief laboratory assistant to prepare the 
material required for any class in advance. 

The students find the Department very useful for quiet study, 
and it is usual in the afternoon to find small groups of men 
catechizing one another, and working in the museum or on the 
models together. Great advantage accrues to the student who is 
for the time being acting as teacher. It enables him to understand 
the psychology of the examiners he is destined himself to face, 
and it gives him confidence in his knowledge. Classes of this 
character, during which the students question one another, are of 
the highest value, but can be well-conducted only in properly 
equipped departments. 

So, too, the contact, however slight, with research work which 
is always in progress around him, enables the keen student to 
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appreciate how the knowledge, so quickly placed at his disposal, 
is Slowly accumulated. 


CLINICAL OBSTETRICS AND GYN®COLOGY. 

A most important alteration in the regulations has been made 
in regard to clinical obstetrics. As stated, like other University 
and licensing bodies, the University of Liverpool has in the past 
demanded no more than attendance at twenty deliveries. Mean- 
while, the Centrai Midwives board has insisted, and is still turther 
insisting, on personal deliveries by the pupil midwives. So, almost 
all cases, not only in the district but in the Maternity Hospital 
are actually delivered by these women, and not by our medical 
students, who are, however, permitted to watch the performance 
of a Czesarean section, and to count it as a case attended! | have 
put the matter bluntly, because it has long been, and still is, 
a Serious matier. Some time ago | questioned a number of our 
students, and learned from them that on an average each delivered 
personally less than two cases! 

I do not know whether these anomalies exist to the same extent 
elsewhere, but it is highly probable. While the pupil midwife is 
compelled to attend personally the cases of labour, this has not 
been made a condition, or at least such a condition has not been 
enforced, in regard to the medical student. 

Here, let me say, | am presenting only my own views and 
my own attempts to ensure proper teaching of the medical student : 
I regard the present type of midwife and midwife-training as 
ephemeral phenomena concerning which our descendants will 
express the horror we allow ourselves in regard to the Gamps of 
days gone by. 

Clinical obstetrics for the student, then, consisted in the past of 
14 days close—not necessarily personal—contact, night and day, 
with the cases delivered under the auspices of the Maternity 
Hospital. Often the student may have been only half awake w hen 
he appeared at a morning clinical visit of one of the honoraries. 
It is not possible, in such « circumstances, for an average student to 
take in all he sees and hears, however little this has necessarily 
been: it should not be expected. 

This question is being recognized and faced in several places in 
Great Britain, and we, too, have now made a step in the right 
direction. Under the new regulations each student is required to 
dress in a recognized Maternity Hospital, or maternity ward of a 
General Hospital, such as the Royal Infirmary, for three months at 
the same time as he is doing his gynecological dressing. The time 

will come, I hope, when he will be required to dress for three 
months in each branch of our subject. Yet, even to-day the student 
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is allowed the option of attending twenty cases as heretofore, but I 
think this option will rarely be exercised, and in time will be 
withdrawn. 

To sum up: under the present regulations the student attends 
gynecological and obstetrical lectures. and classes during the last 
(Summer) term of his fourth year, and the Autumn, Lent and 
Summer terms of the fifth year. For three consecutive months 
during this period he is required to do his gynecological and 
obstetrical dressing. When not engaged in obstetrical and 
gynz<ological dressing the student is free during the remaining 
terms of his fifth year to attend in the constituent Hospitals of the 
Clinical School whatever clinics and clinical lectures in medicine, 
surgery, and gynecology and obstetrics he wishes. 


RESEARCH. 

This is both individual and collective. 

Individual research is not only encouraged, it is regarded as an 
obligation by every member of the Staff. To impart known facts 
is not enough; new facts must be added to the sum of knowledge. 

Now that there are such laboratories as those included in our 
Department, with their manifold facilities and quantity of material, 
which can be investigated under the best conditions, the work of 
pathological research is simplified to a degree unknown in bygone 
years. This form of research is one for which any intelligent, well- 
prepared person is suited; consequently it is always in progress. 

That kind of research which demands imagination and experi- 
mentation is more difficult, but since great advances in principle 
and direction are made only by their aid, it should be the aim of 
every investigator to prepare himself for such work. 

In our Department the members of the Staff have the advantage 
of conducting their work at little or no expense to themselves ; they 
have the use of valuable instruments, and the laborious section- 
cutting and other routine work is done by the laboratory assistants. 
This is not by any means to say that we have at our disposal 
all the money we require; much has always been voluntarily 
contributed. 

| must not fail to mention, too, that in the Journal of Obstetrics 
and Gynecology of the British Empire, with the sympathy and 
assistance of the Editor, who by his energy and ability has brought 
this Journal to the pinnacle of success, every gynzecologist has an 
unrivalled medium in which to publish his work. 


Collective research. To-day, the investigation of some of the 
outstanding problems of medicine must be conducted on the fringes 
of knowledge; and it can be carried on there only by those who 
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possess considerable knowledge and intuition, and are able to 
visualize and establish a footing beyond the edge. 

Now, in many problems the various aspects are so numerous 
that it is impossible for one man to tackle all single-handed. His 
knowledge of even proven facts in every direction is insufficient. 
So it comes about that we are forced to form what I have called an 
ageregate-mind.”’ 

In a few words our method has been as follows : —~ 

The heads of various Departments, such as those of Physical 
Chemistry, Pathology and Pharmacology, have been invited to 
join in a collective research, for which each receives a small 
honorarium from a special fund. According to the necessities of 
the work assistance is given to each laboratory in the form of 
whole-time workers and laboratory assistants. 

In this way the various aspects of the problem attacked are 
studied, and interim reports of the work done are issued at regular 
intervals to the whole Staff. 

The Professor of Obstetrics and Gynecology is Director in the 
first collective research inaugurated by him for the study of 
malignant disease, and his Department is used as a clearing house. 

Meetings of the Staff—researchers and clinicians-—are held 
periodically, and at these interim reports are discussed and 
criticized, and further lines of work considered and adopted. 

- It is sincerely hoped that the means will be forthcoming to make 
this organization a permanent University scheme, for there are 
many outstanding questions, such as the toxazemias of pregnancy, 
which are likely to be solved only by collective investigation. 


(To be continued.) 


Imperforate Hymen. 
(With Description of a Specimen.)* 


By Amy M. FLeminG, B.Sc., M.B., Ch.B. (Glas.), 
Muirhead Research Scholar, Physiological Dept., Glasgow 
University. 

Extra Disp. Officer Royal Samaritan Hospital for Women, 
Glasgow. 


CoMPLETE occlusion of the lower extremity of the female reproduc- 
tive tract is a relatively rare condition, and the histological characters 
of the covering layers of epithelium are of interest in connexion 
with the intrauterine development of the lower part of the vagina 
and of the hymen. 

The specimen which I have examined was obtained from an 
unmarried woman, aged 19 years. She had never menstruated, but 
complained of pain at intervals of three weeks during the past 
12 months. On palpation of the abdomen a spherical mass of 
regular contour, and of about five inches diameter, projected above 
the symphysis pubis. The vaginal orifice was completely occluded 
by amembrane. The outer surface of this was marked by application 
of a suture before excision was carried out, By means of this, 
when microscopical examination of the specimen was made, no 
doubt as to which side was inner or outer surface could arise. 

After fixation with 4 per cent. solution of formalin the septum 
measures about a quarter of an inch in thickness. The outer surface 
is whitish in appearance, and is thrown into narrow folds. The inner 
surface is regularly rugose. Microscopically, the membrane is found 
to consist of a sheet of connective-tissue, covered on both sides by 
epithelium. The inner covering consists of stratified squamous 
epithelium, on the surface of which a laver of columnar cells is 
found. The outer surface is covered with stratified squamous 
epithelium only. This membrane, on microscopical examination, 
may be considered under three heads :— 


(1) The two covering layers of epithelium. 
(2) The significance of the columnar cell layer on the inner 
surface. 


(3) The connective-tissue framework of the membrane. 


(1) The character of the stratified squamous epithelium differs 


* Read before the Glasgow Obstetrical and Gynzecological Society. 
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microscopically on the two surfaces. That on the inner side is 
made up of cells formed of faintly staining protoplasm, and contain- 
ing lightly stained nuclei, which are small relatively to the size 
of the protoplasmic mantle. The protoplasm of the individual 
cells is not sharply demarcated. Only the basal cells stain at all 
deeply. The superficial cells under the columnar layer are slightly 
flattened, but show no cornification. This appearance (see Plate 1) 
is very suggestive of a vaginal origin. 

In contrast to this the outer epithelium consists of several 
layers of vesicular, oval, round or spindle-shaped cells, which stain 
more deeply, and which contain relatively larger, more deeply 
stained nuclei. This outer layer contains prickle cells, which are 
not found in the inner epithelium. Slight cornification of the 
superficial ceils can be made out. The outer layer (see Plate I), 
therefore, conforms to the appearance one would expect in 
epithelium developed from the urogenital sinus. 

Usually the epithelium of the urogenital sinus is thinner than 
that of the vagina; but the thinness of the inner epithelium in this 
case may have resulted from the continuous, gradually increasing 
pressure produced by the accumulating menstrual fluid. 

Both Klein! and Taussig? have laid emphasis on these different 
characteristics of epithelium derived from the vagina and from the 
urogenital sinus, and on their importance in the study of the 
development of the lower part of the vagina and of the hymen. 
From examination of this specimen, we may come to the conclusion 
that it is vulvo-vaginal in origin. 

(2) The columnar epithelium on the inner surface is composed 
of cells with granular protoplasm staining fairly deeply, and with 
the nuclei situated at the bases of the cells. The nuclei are more 
deeply stained than those of the basal cells of the stratified 
epithelium (see Plate I). Over the surface of the ridges the columnar 
cells are lower than those lining the depressions, and in limited 
areas the layer is absent. 

With the knowledge that we possess of the developmental 
changes of the lower part of the vagina and of the urogenital 
sinus, can we say from the presence of these columnar cells that 
the inner surface is vaginal in origin? If it can be proved that 
columnar cells are never found in the urogenital sinus, and are 
found in the vagina, then we shall have answered this in the 
affirmative. 

According to Keibel and Mall,? during the fourth foetal month, 
the distal half of the utero-vagiral canal, which forms the future 
vagina, is filled with vesicular polymorphous epithelium. After 
the development of the vaginal fornices by canalization of solid 
ventral and dorsal epithelial outgrowths into the mesenchyme, the 
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lumen of the vagina begins to form. These authors quote Nagel 
(1891)4 as finding that in embryos 150—200mm. trunk-length, the 
central cells break down, and the peripheral ones arrange themselves 
into a stratified cubical and later stratified pavemental epithelium. 
The distal end of the utero-vaginal canal fuses with the epithelium 
of the urogenital sinus, and this point of fusion persists as a solid 
mass of epithelium (Miiller’s tubercle), while the rest of the vagina 
becomes hollow. 


Evatt,®> however, describes the lining cells of the vagina as 
columnar. 

Accordingly, if the inner surface of this membrane is developed 
from the epithelium of the vagina, it may retain any form found 
during its development. The {possibilities are vesicular poly- 
morphous epithelium, a stratified cubical, a stratified pavemental, 
a columnar, or the stratified squamous epithelium characteristic of 
the vagina of extra-uterine life. Thus the presence of columnar 
cells is compatible with an origin from the vagina, 

Keibel and Mall describe the epithelium of the urogenital sinus 
as being two-layered at the earliest stage. The number of layers 
increases as the sinus grows. The epithelium is a stratified cubical 
one up to an embryo of gomm. head-foot length. At a certain 
stage the superficial layer becomes columnar, but the exact date 
is not known. 

From these three reports we conclude that a partial covering of 
columnar epithelium might persist over a surface developed from 
either the vagina or the urogenital sinus. 

A subsidiary point to consider is whether the fact that the cover- 
ing is only partial may have any embryological significance. If 
the columnar epithelium was restricted to one half, we might 
suggest that it had persisted over that part of the membrane 
corresponding to one of the Miillerian ducts. The columnar 
epithelium is, however, not so restricted. 

(3) Between the epithelium covering the inner and the outer 
surfaces there is a loose connective-tissue network, which is split 
into two sheets by a denser middle zone. That on the outer side is 
looser in arrangement, and contains fewer muscle and elastic fibres 
than that on the inner side. In the more condensed zone, in its 
outer surface, the proportion of muscle to fibrous tissue is less; at 
the middle, muscle bundles of fairly large size are seen; these are 
small in its inner surface. The connective tissue generally is well 
vascularized. The presence of these differences in the various 
parts of the connective tissue matrix is compatible with this septum 
being derived from two structures which, histologically, are distinct, 
vis., the vagina and the urogenital sinus. 

In this specimen no clue as to the origin of the septum is 
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obtained from the direction in which the fibres run. The evidence, 
so far as it goes, is thus in favour of this septum being vulvo- 
vaginal in origin, 

Can we judge from its iatediaca characters whether we are 
dealing in this case with a local arrest of development, or whether 
this membrane has been formed as the result of inflammation 
during intra- or extra-uterine life ? 

: Frankl® states that Nagel, Veit, Meyer, Lewinsky, 

Breisky, Zweifel and Pick explain the largest number of cases of 
vaginal atresia coming under examination, especially in sexual 
maturity, as due to inflammatory processes during extra-uterine 
life. On the other hand, that Stratz, Menge, Labusquiére, Mainzer, 
Brothers and Kermauner consider that, even along with a well- 
developed uterus, the atresia may be due to a primary develop- 
mental error. In the case under consideration there was no clinical 
evidence of distension of the Fallopian tubes. In the septum itself 
no plasma cell infiltration, nor other sign of inflammation, was 
found ; nor was scar tissue recognized anywhere. In cases in which 
there is distension of the Fallopian tubes, Veit and Meyer consider 
that the closure of the tubes can only be explained through an 
infection; although Menge and Frankl have pointed out that an 
aseptic adhesion may be formed, e.g., by the organization of blood 
clot. The fact that the septum is vulvo-vaginal in origin is against 
its falling into the category of those septa which Nagel’ and Veit® 
consider are formed in the last months of pregnancy or only after 
birth, as the result of fusion of two opposing vaginal folds, follow- 
ing absence of cornification of the superficial cells. They explain 
the fact that the most likely site for such septa is in the lower third 
of the vagina, by saying that, above, the vaginal part of the cervix 
lies between the vaginal walls and prevents direct fusion. The very 
fact that the characters of the epithelium and neighbouring con- 
nective tissue differ on the two surfaces favours the view that it is 
formed as the result of a primary developmental disturbance, and 
not as the result of some inflammatory fusion. 

Having come to the conclusion that the septum is vulvo-vaginal 
in origin, and that probably it results from an error of development, 
can we conclude that it is an imperforate hymen? The position 
corresponds to that usually occupied by the hymen. No trace of 
any other septum was seen on the vulvar aspect of the obstruction. 
Eden and Lockyer, after quoting Blair Bell, affirm that, only if the 
membrane is covered with squamous cells on both surfaces is it a 
true imperforate hymen. Until the development of the hymen 
and of the lower end of the vagina is more fully known, we cannot 
conclude as to what the necessary histological characters of an 
imperforate hymen are, 
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There are three main theories as to the origin of the hymen :— 
(1) Vulvar theory. 
(2) Vulvo-vaginal theory. 
(3) Vaginal theory. 

(1) Vulvar theory. (a) Pozzi,!° 1884, considered that certain 
malformations, e.g., the presence of a hymen with the absence of 
the vagina, could only be explained if the hymen developed from 
the urogenital sinus, 

(b) Bolk," 1907, after a study of median sections of embryos, 
suggests that the vagina has a double origin. The upper part he 
derives from the utero-vaginal canal, and the lower from the uro- 
genital sinus. If this were true the hymen could not correspond to 
Miiller’s tubercle, where the distal end of the utero-vaginal canal 
fuses with the epithelium of the urogenital sinus. Against this, as 
Keibel and Mall point out, is the fact that in cases in which the 
distal end of the primary excretory duct persists, it runs to the 
hymen, and from embrvological observation it is known that the 
opening of the primary excretory duct is always at Miiller’s 
tubercle. 

(2) Vulvo-vaginal theory. (a) O. Schaeffer? considered that the 
hymen was formed by the coalescence of two folds, one arising 
from the vulva, and the other from the vagina. The bilamellate 
form he observed in 28.8 per cent. of the cases examined. 

(b) Budin,’? 1879, Nagel 1894, Klein 1894, Wood-Jones and 
others described the hymen as springing from a single fold, one 
side of which was formed from the vagina, and the other from the 
vulva. 

(3) Vaginal theory. (a) Dohrn'® 1875, working from median 
sagittal sections, concludes that it arises out of folds from the 
anterior and posterior vaginal walls, directly above the point of 
entrance of the vagina into the urogenital sinus, 

(b) Gellhorn, G.'® (1904), holds to the vaginal theory, empha- 
sizing the importance of a study of the course of the component 
connective-tissue fibres which he found, even in foetuses at full-time, 
to run parallel with and to be continuous with the vaginal 
connective-tissue fibres only. 

(c) Taussig? (1908), assuming that the vagina is entirely formed 
by the coalesced Miillerian ducts, concludes that the hymen is of 
vaginal origin, arising by direct connective-tissue proliferation 
anterior to the point where the vagina enters the urogenital sinus. 
He considers that the non-obliteration of the fold formed out of 
Miller's tubercle gives rise to the bilamellate hymen described by 
Scheffer and others. 

Recent embryological evidence, based on the examination of 
serial sections, thus seems to point to the presence at different 
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stages of development of two membranes, (a) one being formed 
from the margins of the opening of the thickened ends of the 
fused Millerian ducts into the urogenital sinus; (b) the other 
arising anterior to this membrane and being purely vaginal in 
origin. The opinion of embryologists is divided as to the 
relationship of the hymen to these membranes. We, therefore, 
can only go so far as to conclude that this septum, in the specimen 
. considered here, probably corresponds to a persistence of the mass 
of tissue formed at Miiller’s tubercle, where the utero-vaginal canal 
should open into the urogenital sinus. More embryological 
evidence is needed before we can judge as to whether this excludes 
it from being an imperforate hymen or confirms the clinical finding 
that it is such. 

The work in connexion with this paper has been carried out 
in the pathological laboratory of the Royal Samaritan Hospital 
for Women, Glasgow, under tenure of a scholarship from the 
Muirhead trustees, 
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Endoscopy of the Uterus: With a description of a 
Hysteroscope. 


By Haro_p F. Seymour, M.D. (Lond.), F.R.C.S. (Edin.), 
Surgeon to the Sussex Maternity and Women’s Hospital, 
Brighton. 


Since Nitze devised the cystoscope in 1879 most of the accessible 
cavities and passages of the body have been explored by endoscopic 
means. Cystoscopic work has reached a high degree of excellence, 
both from the point of view of diagnosis and the treatment of 
certain vesical tumours by fulguration. 

All will agree that the bronchoscopic work of Dr, Chevalier 
Jackson, of Philadelphia, shows what patience and persistent energy 
can accomplish. 

Endoscopic examination of the urethra has been a great help in 
treatment (the urethra is a potential cavity like the uterus), 
and sigmoidoscopy in diagnosis. Thoracoscopy has been used to 
divide pleuritic adhesions when it is desired to produce an artificial 
pneumothorax, and the abdominal cavity has been inspected by a 
cystoscope introduced through a_ small incision, ‘a pneumo- 
j; eritoneum being at the same time produced to separate the organs 
at the site of the examination. 

Charles David, in a Paris thesis (1908), described a technique 
of endoscopy of the uterus, in which he employed an instrument 
consisting of a sheath into which fitted the cvstoscope closed at 
the far end by a glass crystal, and containing near it an incandescent 
lamp. By enclosing the lamp he believed he avoided blurring of 
the visual field due to the bleeding following the introduction of 
the instrument, but nothing was done with this instrument. 

Rubin, of New York, has described, in a paper published 
in the September number of the Amer, Journ. of Obstet. and 
Gynezcol., the technique which he has been employing during 
the last few months, in making endoscopic examinations of the 
uterine cavity. The hysteroscope which he has used is a modifica- 
tion of the cysto-urethroscope, as devised by McCarthy. 

In making his observations, which he does without anzesthesia, 
Rubin uses insufflation of the uterine cavity with carbon dioxide 
gas. 

The instrument is well adapted for nassing through the cervical 
canal, the calibre of the periscope being 10.5, French catheter 
scale, with a sheath equal to No. 15, of the same scale. 
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There is also an operating instrument, with a sheath o: No, 22 
scale, with space enough to permit the passage of such instruments 
as intravesical scissors. It is a complicated instrument, and can 
only be used when gas inflation of the uterus is not contra- 
indicated. Now, one would wish often to inspect the endometrium 
when there is a discharge coming from the uterine cavity, such as 
one would find in a carcinoma growing from the fundus, or a 
small sloughing submucous fibroid, when gas inflation is absolutely 
contra-indicated. Before Rubin’s work was published and since 
last May I have been experimenting with simpler means of uterine 
endoscopy, but under general anesthesia. 

Patients in England are not so docile as in America, and do 
not bear so weli without anesthesia manipulations which may. be 
decidedly uncomfortable. 1 first began with a tube, angled like 
a uterine sound, to facilitate introduction through the cervical canal. 

This tube, after introduction, was straightened out by a clever 
device, devised by Messrs. Davidson of Great Portland Street, 
which held it fixed in the straight position. The light was at the 
proximal or ocular end, reflected into the tube, as in one type of 
sigmoidoscope. With this instrument I obtained some views of 
the endometrium, but only fleeting ones, as blood and mucus oozing 
out soon obscured the view. After the examination of a few cases 
I soon found that it was unnecessary to have an angied tube, as a 
straight one is easily introduced after the cervix has been dilated 
‘up to 10 or 12 millimetres, 

The next problem, after resolving on a straight tube, was to get 
rid of the obscuration of the view by blood and mucus. Constant 
irrigation by sterile water or saline did not solve the difficulty, 
as it was found impossible to get rid of air bubbles which spoilt 
the view. I then thought of continuous suction and of what | 
had seen at the Bronchoscopic Clinic of Dr. Chevalier Jackson, in 
Philadelphia. I took the opinion of Mr. Crow, who has been a 
pupil of Dr. Jackson’s, and he thought suction was likely to get 
over my difficulty. 

Furthermore, he lent me a 6mm. bore bronchoscope of the 
Jackson model, which has a lamp at the distal end; it is also 
provided with a suction tube. I tried this, and obtained an 
excellent view of the endometrium, and the suction kept my vision 
from being impaired. But a. bronchoscope tube was too long 
for the purpose of endoscopy of the uterus, and, moreover, I felt 
one should at least have a bore of 9 mm., so that a pair of suitable 
forceps could be passed up, which could remove a specimen of 
any growth seen for the purpose of examination by the pathologist. 

The George P. Pilling Company, surgical instrument makers, 
in Philadelphia, have made for me suitable tubes of brass for 
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uterine work. There are two of them, each 28cm. long, one 
having a bore of 6mm. and the other gmm. The light is at the 
distal end, and is run off a dry battery or the current from the 
main after it has been passed through a suitable resistance. The 
distal end, which carries the light close to the opening, is bevelled 
at an angle of 45 degrees, and the edges are beautifully rounded off, 
so that there is nothing to scratch the endometrium. 

There are three channels in the wall of this tube, one for the 
rod which carries the light, and one on each side for suction. 
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When in use the suction channels are connected by rubber 
tubing to a bottle with a rubber cork, which is kept a partial 
vacuum by means of an electric suction apparatus. The one | 
have found satisfactory is the Mennell apparatus; it can be used 
with any voltage, which is a great convenience. The g millimetre 
tube is intended for general use, the small 6 millimetre one being 
reserved for the post-climacteric uterus, or for cases in which 
dilatation to over 10 millimetres is difficult. 

For an endoscopic examination, the patient is prepared by 
placing a glycerine tampon against the cervix fer two nights to 
make it easily dilatable. | usually slowly dilate the cervical canal up 
to 12 millimetres. The hysteroscope is then very gently introduced, 
a swab on a sponge holder being usedasan obturator. This prevents 
the lamp becoming obscured by blood during the passage through 
the cervical canal. The suction apparatus should be set going 
previous to the introduction. When the instrument is passed in 
almost to the fundus, the swab on its holder can be withdrawn, and 
only introduced again should the lamp become smeared. 

With the suction apparatus werking briskly, the lamp end of 
the tube only requires swabbing out three or four times during an 
examination. The endometrium is then carefully scrutinized by 
turning the instrument about and by partially withdrawing and 
re-inserting the lighted end. 

With this apparatus one cannot see the whole lining of the 
uterus at once; it has to be examined in sections. 
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There is an aluminium handie to the instrument which indicates 
the direction during use, 

The first time a cystoscope is used it is with very littie profit to 
the observer and so with the hysteroscope one needs practice to 
become familiar with the appearances of the endometrium in its 
functional changes during the menstrual cycle, and in any altera- 
tions due to pathological causes. 

So far ] have examined 15 cases and have been able to see and 
remove a polypus and diagnose a case of tungous endometritis. I 
derived great help in removing a large fibroid polypus by being 
able to trace up the pedicle to its origin on the anterior uterine wall, 
near the fundus, and snip it through at the right spot by sight, 
avoiding button-holing the uterine wall which can happen when the 
weight of the polypus has caused a partial inversion of the uterus. 
The difference between the appearance of the mucous membrane 
of the uterus during menstrual life and after the menopause is 
striking; in the latter case the membrane is much paler and 
smoother, 

1. have been able to bring into view the ostium of a Fallopian 
tube. I believe endoscopy of the uterus is going to prove useful in 
diagnosing the uterine causes of genital bleeding, since it can 
reveal such lesions as glandular hyperplasia of the endometrium, 
polypi, retained products of conception, chorionepithelioma and 
carcinoma. A piece of tissue can be easily removed for microscopic 
purposes by direct vision. The diagnostic curettage has often been 
a disappointment to me and I am sure to others. The scrapings 
removed in this way do not really give the pathologist a fair chance. 
I ‘believe endoscopic examination will save some patients from 
hysterectomy. It is possible that fulguration of small lesions may 
be able to be carried out through the hysteroscope. 

In the case of fibroids, uterine endoscopy should have a definite 
value in view of the modern competitive treatment by X-rays, 
radium, or surgical removal. 

It is perhaps the only simple means at our disposal to determine 
definitely the presence of a submucous myoma alone or amidst a 
multitude of fibromyomata in any given uterus. All other factors 
being equal there seems to be a general agreement in favour of 
doing a hysterectomy in the case of a submucous myoma. Here 
the hysteroscope will help in making the diagnosis. 

The instrument and technique which | have described have the 
advantage of extreme simplicity. Uterine endoscopy is in its 
infancy, but from the limited experiences | have had of it, so far, 
I venture to believe that it is going to be of great usefulness as an 
aid to diagnosis, and of some therapeutic value also, 
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Tuberculosis of the Fallopian Tubes.* 


By Sir EWen Mac ean, M.D., F.R.C.P., F.R.S. (Edin.), 


Professor of Obstetrics and Gynecology, Weish National School 
of Medicine, Cardiff; Senior Gynecologist, Cardiff Royal 
Infirmary. 


THE Fallopian tubes are by far the commonest site for tuberculous 
disease of the female genital organs, and it is believed that its 
incidence, in comparison with the remaining genital organs, is 
about 80 per cent. The position of the Fallopian tube, its narrow 
uterine end, and the plication of its mucosal membrane, no doubt 
contribute to the delay in transit or to the actual retention of infective 
material in its lumen. The patent abdominal ostium invites the 
entrance of such infective matter from the peritoneal sac, and in 
tuberculous disease both Fallopian tubes are commonly affected, 
though in varying degree, 

It has been claimed that in 50 per cent. of the cases in which the 
peritoneal sac and the Fallopian tubes are involved the sac has been 
infected from the Fallopian tubes. 

Whitridge Williams holds the view that 7 per cent. of all cases 
of salpingitis are tuberculous. 

Etiology. While tuberculosis of the Fallopian tubes may occur 
at any age the decade between the fifteenth and the twenty-fifth 
vear shows the highest incidence. 

Antecedent salpingitis from other infections favours the develop- 
ment of the disease by reducing resistance, and when pregnancy 
has supervened it is prone to exacerbation during the puerperium. 

Pathological Anatomy. Both Fallopian tubes are usually 
affected, becoming enlarged and tortuous, especially in the ameullary 
portions. The thickening of the walls is usually marked, and 
nodules may be present in the intermediate part of the Fallopian 
tube. When, in the course of the disease, the ostium becomes 
closed, the fimbrize may, in many cases, still be seen, Adhesions 
are common, 


Of the three recognized types—peri-salpingitis, interstitial 
salpingitis, and endo-salpingitis—the last-named is the commonest 


and leads to the muscular and peritoneal coats becoming affected. 


*A paper read at the Cardiff Meeting of the Midland Obstetrical and 
Gynecological Society, December 17th, 1925. 
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The mucosa becomes thickened and infiltrated with small cells. 
The epithelium proliferates freely into the lumen and strikes deeply 
into the wail of the Fallopian tube. Necrosis follows, and ulti- 
mately there is complete destruction of the epithelium, the Fallopian 
tube becoming lined or filled with caseous matter. When the 
ostium is closed the liquified caseous matter may considerably 
distend the Fallopian tubes. This caseous matter is usually sterile. 
_ Occasionally Fallopian tubes, sufficiently free from adhesions, may 
assume enormous proportions, rising to a level well above the 
umbilicus. 

On microscopical examination it is difficult to find even traces 
of the muscular coat and the mucosa has disappeared. Careful 
examination will reveal giant cells. It is admittedly very difficult 
to demonstrate the tubercle bacillus in the affected tissues. 

The records of the two cases which follow illustrate many of 
the foregoing points, 

Symptoms and physical signs. There is no characteristic train 
of symptoms to distinguish tuberculous from other forms of infec- 
tion of the Fallopian tubes. 

Usually a depreciated state of the general health is associated 
with loss of weight, anorexia, lumbar or lower abdominal pains and 
various menstrual disturbances. Leucorrhoea is not uncommon, 
and if the endometrium is affected the discharge may be free and 
purulent. 

As a rule both the onset and the progress of the disease are slow. 

Similarly the physical signs are not distinctive, but if, other 
things being equal, nodules can be felt in the Fallopian tubes near 
the uterus or in the utero-sacral ligaments, these may be regarded 
as very suggestive of the nature of the case. 

Clinically a presumptive diagnosis would be justified in a case 
of bilateral enlargement of the tubes occurring in a virgin in whom 
other forms of tubal infection could be excluded, especially if 
associated with general ailing, anaemia, frequent pelvic aching pain, 
and leucorrhoea. In such a case the various reaction tests would 
be of value. In many cases the temperature is not appreciably 
affected. 

Again, presumptive diagnosis would attain when the signs of 
tubal infection are associated with evidences of tuberculous disease 
in the lungs, intestinal tract, or peritoneum. 

The recognition of tubercle bacilli in the vaginal discharges is 
conclusive, but a negative result cannot be exclusive in view of the 
great difficulty so often experienced in demonstrating the organism, 

Treatment. The fact that good results may be claimed for 
operative treatment in many cases of tuberculosis of the Fallopian 
tubes should assuredly not lead in any instance to the importance 
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of anti-tuberculous treatment on general lines being under-estimated. 

When the tubal infection represents only a part of the evidences 
of tuberculosis, e.g., in cases associated with phthisis, an operation 
is obviously undesirable. Under such conditions it may even 
bring about the onset and rapid development of the fatal miliary 
form of the disease. ; 

When there is reason to believe that the pelvis is the part 
principally affected, and certainly when there is co-existent ascites, 
laparotomy should be performed. The further course of the opera- 
tion will be determined by the conditions found when the abdomen 
is opened. 

The best results accrue in cases in which, with the evacuation of 
ascitic fluid, it has been possible to remove both of the affected 
Fallopian tubes with their interstitial portions and without injury 
to adherent bowel. 

When the Fallopian tubes are intimately bound down by 
adhesions the risk of injury to the bowel in attempting to remove 
them is so marked that this procedure should not be undertaken— 
a permanent fecal fistula is the almost inevitable sequel. When 
the general condition of the patient is good, and the local condi- 
tions offer no contraindication, it is justifiable to remove the uterus 
together with the Fallopian tubes. 

In all cases occurring in young women it is especially desirable 
to allow one or both ovaries to remain if these organs are not 
obviously affected. 

Post-operative drainage should be avoided whenever possible 
in these cases having regard to the liability to the formation of 
feecal fistula. Definite evidence, however, at the time of operation, 
of any existing mixed infection may render some form of drainage 
imperative. 

Case 1. Mrs. A. B., aged 30. Married five years. No 
children and no miscarriages. Of stout habit and no loss of weight. 
Complained of some discomfort and sense of fulness in the lower 
part of the abdomen, a tendency to menorrhagia for the past year 
or so, and leucorrhoea. Active exercise had been taken up to the 
date of the consultation. Sterility was the principal complaint. 

On examination the uterus was felt to be somewhat bulky with 
the fundus inclining toward the left side. In the right half of the 
pelvis and the right iliac region a rounded elastic swelling was felt, 
conveying the impression that its size was about 6 inches by 
4 inches by 4 inches. A less defined fulness was present on the 
left side, 

Laparotomy was performed, and after the separation of some 
adhesions the distended Fallopian tubes of both sides were 
removed. The right tube weighed 5 ounces; the left 2 ounces. 
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Both were retort-shaped, thin-walled, and contained the usual 
yellow, grumous, sterile content. There was no ascitic fluid in the 
peritoneal sac, but a few scattered miliary tubercles were visible on 
the fundus of the uterus and near the inner ends of the Fallopian 
tubes. 

As the ovaries were not obviously affected, these organs, together 
with the uterus and the healthy appendix, were allowed to remain. 
Moreover, a wish had been expressed that ‘‘ as little as possible ”’ 
should be removed. 

Microscopical investigation of the proximal portions oi the 
Fallopian tubes showed numerous characteristic giant cell systems. 

Further enquiries failed to elicit any said of tuberculosis in 
the family of the father or mother. 

An afebrile recovery followed the operation and since that time, 
now some two years ago, the general health has been well main- 
tained, normal menstruation re-established, and the pelvic discom- 
fort together with the leucorrhoea has disappeared. 

Case 2. Miss D. P., aged 21. Nursemaid. The remote family 
history revealed instances of tuberculous disease, and her mother 
died of ‘‘ cancer.”’ 

The catamenial onset occurred at the age of 14, and was normal 
until eighteen months prior to her admission to the Cardiff Royal 
Infirmary in September of this year. At that time (a year and a 
half ago) she complained of abdominal pain, and her appendix 
was removed at a local hospital, but the pain, in varying degree, 
continued. --Dysmenorrhcea supervened, together with 
menorrhagia and metrorrhagia, leucorrhoea and, at times, frequency 
of micturition. 

In the few months before admission anzemia and a sense of 
debility had been increasing, and the patient had become conscious 
of the presence of a steadily increasing ‘“lump’’ in the lower 
abdomen. 

On examination, the scar on the abdominal wall resulting from 
the appendicectomy was noted. Professor Kennedy, who kindly saw 
the case, reported that there were no signs or symptoms of pul- 
monary tuberculosis. 

On bimanual examination the retroverted uterus was found to 
be bulky and separable from a somewhat tender, bi-lobate, semi- 
elastic mass within and above the pelvic brim, the upper level of 
the mass on the right side reaching ‘to a level two-thirds of the 
distance between the symphysis pubis and umbilicus. 

The tentative alternate diagnosis was tuberculous disease or 
ovarian tumour. 

The abdomen was opened and the enormously distended retort- 
shaped right Fallopian tube was delivered after the separation of 
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some omental and other smaller adhesions. This tube, which 
measured g} inches by 4 inches by 2 inches, was thickly studded 
with miliary tubercles, was very thin-walled and showed adhesion 
sites, and contained the usual yellow grumous fluid. The bulky, 
rather soft uterus, also showing miliary tubercles, was next brought 
up, and then the distended left Fallopian tube, which measured 
53 inches by 2} inches and was in a similar condition to its fellow 
o. the right side. 

The ovaries being enlarged and obviously affected by the 
disease, a low sub-total hysterectomy with double salpingo- 
odphorectomy was performed. 

There was no ascitic fluid, but the visceral and parietal perito- 
neum everywhere showed the tubercles, and the mesenteric glands 
were distinctly enlarged. Portions of the Fallopian tubes and also 
the thickened endometrium showed typical giant cells on micro- 
scopical examination. 

While the patient was in the Infirmary, neither before nor 
subsequent to the operation, was there any pyrexia, and an 
uneventful recovery was made. 

The von Pirquet test gave a negative result. 

Whitridge Williams’ category of ‘‘ unsuspected tuberculosis ”’ 
will never lack patronage. 

In the first case here detailed the disease was ‘‘ unsuspected.”’ 
In the second case it was ‘‘ suspected.”’ 

The first case has, so far, justified a good prognosis. The second 
is less inspiriting, in view of the more extended area obviously 
affected. If the lungs remain unaffected, however, this may serve 
as a sheet-anchor to hope. 


Pathological and Chemical Changes in Hyperemesis of 
Pregnancy. 


By A. M. DRENNAN and C. S. Hicks. 
From the Department of Pathology, Medical School, Otago 
University, Dunedin, N.Z. 


DurING 1923 we had occasion to investigate, during life, several 
cases of severe vomiting in the early months of pregnancy, and, 
one of these cases ending fatally, we had an opportunity of study- 
ing the pathological changes, particularly seen in the liver. 

The clinical aspects of this subject and clinical details of these 
cases have been dealt with already by Dr. Riley,! but it seemed 
desirable to place on record, in more detail, the laboratory findings. 

Hyperemesis of pregnancy is discussed in all obstetric text- 
books and has formed the subject of a number of papers which 
need not be here detailed. Briefly, two varieties are recognized : 
1, The neurotic; 2, The toxic. The former usually abates with 
conservative treatment as pregnancy advances. The toxic may 
increase in severity and even end fatally if active measures are not 
adopted to combat it. Clinically both varieties may present similar 
features, and only the laboratory findings serve to distinguish them. 
Whitridge Williams? has called attention to the value of the 
percentage of ammonia nitrogen to the total nitrogen in the urine— 
the so-called ammonia co-efficient—and certainly we were able to 
show changes in this when clinically no clear distinction could be 
made. Since these cases occurred Dodds and others? have shown 
the advantage of demonstrating the presence of bile pigments and 
urobilin in the blood as an indication of liver damage—or at least 
disturbance of liver function—in toxic conditions of pregnancy, 
mainly those forms occurring in the later months, such as eclampsia. 
We did not employ this method of investigation. 

Case 1 (Mrs. G.). See Chart A and Figures 1—6. A 
woman, aged 36, was approximately eight weeks pregnant and 
had a history of four weeks’ vomiting. On April 24th, two days 
after admission, the urine was dark amber, acid, with a specific 
gravity of 1,030, and showed a trace of albumin but no casts. A 
trace of bile was present, also ketone bodies. The total amount in 
24 hours was 33 ounces. The ammonia co-efficient was 10 per 
cent. Blood sugar was 0.08 per cent.,and total non-protein nitrogen 
46.6 milligrams per 100 cc. of blood. A few days later (30th April) 
bile was prominent in the urine and the amount of urine in 24 hours 
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fell to 14 ounces. As the patient was in good condition clinically 
no further specimen of urine was sent for examination as to its 
ammonia co-efficient until 16th May, when the figure was 9.85 per 
cent., the total amount of urine at that date being 30 ounces. The 
blood showed an increase of total non-protein nitrogen, viz., 
50 milligrams per 100 cc. of blood. 

On 23rd May the co-efficient had risen to 12 per cent., though 
40 ounces of urine were passed, while on May 3oth the co-efficient 
was 14 per cent. The patient was not in such good condition 
clinically and abortion was induced, but she died next day. 
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CHART A. 


This was the first case of the series in point of time, and the 
laboratory investigations were not so frequent as in subsequent 
cases, especially Case 2. Unfortunately no estimation of the CO, 
combining power of the plasma was made, and only two estimations 
of the total non-protein nitrogen of the blood, at considerable 
intervals. Both these estimations gave figures considerably above 
the average normal--30—suggesting nitrogen retention from 
kidney damage. The microscopical findings indicate that such 
damage was actually present, 
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Post mortem (D.B. 2/408).—The body was but slightly emaciated 
and slightly jaundiced. There were a few scattered hemorrhages 
in the lungs and moderate cedema. The heart was distended with 
post-mortem clot and fluid blood, the muscle flabby, but otherwise 
there was no change. There was nothing of note in the stomach 
or intestines. The kidneys were similar, both being normal in size 
and shape, with smooth surface, grey pallor of cortex and engorge- 


‘ment of pyramids. The spleen was small and moderately con. 
gested. 


The uterus was enlarged, 12cm. long, cervix eroded, muscle 
pale and firm. The uterine cavity contained a small amount of 
blood-clot, and the surface was covered with ragged decidua, but 
there was no evidence of any sepsis. No thrombosis was present 
in the veins of the broad ligaments. 


The liver was much diminished in size and weighed 1,065 
grams. The capsule was finely wrinkled, giving the impression 
of a partially filled bag. On section there was general bile-staining 
and the lobular outlines were blurred. The vessels were moderately 
engorged. The bile ducts were not dilated and the common duct 
was patent (Fig. 1). 


Microscopically.—Liver. (Figures 2, 3, 4.)—The whole liver 


tissue gives the appearance of being loosened and in parts actually 
disintegrated. In other parts the damage is mainly in the 
central part of the lobule, the liver cells here having disappeared 
or only showing as faint outlines of cells (Figure 3); the vascular 
framework. remains, and among the liver cell débris are fatty 
particles and bile pigment. “The appearance of such an area 
suggests advanced autolysis. Further out in such _ lobules 
(Fig. 2) there are recognizable liver cells, but these are vacuolated 
and contain stainable fat. Here the capillaries are congested. In 
a few areas at the periphery of the lobules, where the damage has 
been less severe, are small groups of hypertrophied liver cells. The 
bile ducts show shedding of their epithelium but no other change. 
There are no gross hemorrhages, no inflammatory cell infiltration, 
and no increase of fibrous tissue in the liver. Also there is no new 
formation of small bile ducts as is seen in the typical acute liver 
atrophy. 

Kidney .—Fatty change is slight, being confined to a few con- 
voluted tubules scattered here and there in the cortex, and to some 
of the ascending loops. There is congestion of all capillaries and 
of glomerular tufts. The convoluted tubules all show catarrhal 
change, the cells being ragged, granular and vacuolated, and the 
lumen containing granular débris (Figure 5). Many glomeruli 
show adhesions to capsule and swelling of lining cells of capsule 
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(Figure 6); the nuclei of tufts are more numerous than usual, 
There is no fibrosis of tufts or capsules. 

Lung.—There is general engorgement of all vessels and capil- 
laries with scattered hemorrhages into alveoli. Many small 
bronchi contain blood mixed with numbers of polymorph leuco- 
cytes, and, in some alveoli around these, the same leucocytes are 
abundantly mixed with red corpuscles. Several small pulmonary 
arteries contain recent thrombi. 

The other organs show no changes of importance other than 
acute toxic changes. 

Case 2 (Mrs. M.), see Chart B. This patient was aged 29, and 
was approximately eight weeks pregnant, with ten days’ severe 
vomiting. In a previous pregnancy she had similar trouble. 

This patient came into hospital on the 20th June, 1923, only a few 
weeks after the fatal termination of the first case, and, in view of 
the findings in that case, more frequent and more extensive jabora- 
tory investigations were undertaken. 

Clinically the case presented features very similar to Case 1, 
and, in spite of improvement clinically the laboratory findings were 
disquieting. 

Reference to the chart will show the greatly increased ammonia 
co-efficient and the extraordinary fluctuations. Several times we 
doubted lest some technical error had occurred, but repetition of the 
test gave the same result, while control urines gave normal figures. 

The plasma CO,-combining power was estimated at intervals 
by Van Slyke’s method, but showed little departure from its normal 
average (53 per cent.), the lower figures found, viz., 42.9, 51, and 
44.9 indicating mild acidosis. The total non-protein nitrogen of 
the blood also was little above normal average (30 mgm. per 100 cc. 
blood). An interesting finding in this case was the amino acid 
curve which remained raised until after operation, when it fell and 
remained low. 

As a routine we use Folin’s method for total nitrogen,* also 
Folin’s permutit method for estimating ammonia nitrogen, but 
when we tried Folin’s formalin titration method we got higher 
figures, the difference being due to amino acid which the formalin 
method includes but which normally can be ignored. 

This finding of amino acid increase is of considerable interest 
and is worthy of further investigation. 

The total acidity—the acid bodies of course being neutralized 
largely by ammonia—also dropped following the emptying of the 
uterus. 

While the ammonia co-efficient fell to almost normal level 
immediately after the termination of the pregnancy-—on 25th July— 
it rose again and fluctuated for some weeks. During this period 
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the patient developed a severe peripheral neuritis which continued 
for many weeks with very gradual recovery. 

Later estimations of the ammonia co-efficient on 31st August, 
12th September, and 2nd October, showed normal figures. 

Though, unfortunately,we could not positively confirm the liver 
damage in this case as in Case 1, still the chemical findings are 
particularly instructive and leave little doubt that such damage had 
occurred. The secondary rise in ammonia co-efficient we regard as 
being due to the liver not yet having recovered from the damage 
and not having undergone sufficient compensatory change. By 
August 31st we assume that the damaged parts had been repaired 
and the remainder had hypertrophied sufficiently to carry on 
normally. 

There can be no question in this case that the high ammonia 
co-efficient was not due to starvation as, after a week or so, this 
patient had comparatively little vomiting and could retain quite 
sufficient food. 
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Case 3 (Mrs. R.), Chart C. A woman, aged 37, was admitted to 
hospital with vomiting, palpitation and general weakness, and was 
found to be approximately eight weeks pregnant. In this case 
there were certain anomalous clinical features which made it rather 
difficult to classify. Clinically the patient was very ill and in 
danger of her life. The pregnancy was therefore terminated soon 
after she came under observation. Three days before this the 
ammonia co-efficient was slightly raised-—7.8 per cent.—and there 
was slight increase of total non-protein nitrogen in the blood— 
41mgm. per roocc. Following the operation the ammonia fluc- 
tuated, never higher than 9g per cent., and falling to normal 14 days 
after operation. It remained normal in four subsequent observa- 
tions during the succeeding week. 

In this case the clinical features were much more alarming than 
in Cases 1 and 2, and the laboratory findings merely show a 
moderate but continuously raised ammonia co-efficient. 
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Case 4 (Mrs. A.), Chart D. A woman, aged 32, with six children. 
This patient was admitted on July 23rd, suffering from severe 
vomiting of four days’ duration. She was approximately eight 
weeks pregnant. 

This case is of different type from the preceding and is useful by 
way of contrast. As the graph shows, the ammonia co-efficient 
was raised on admission, but four days later it fell and remained 
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under the normal upper limit of 5 per cent. Clinically also she 
improved and she was discharged a fortnight after admission. The 
initial rise of ammonia might well be due to the starvation effect of 
the vomiting and is of no moment. The case is an example of the 
neurotic type of vomiting of pregnancy. 


SUMMARY. 


This series of cases, though small, serves to illustrate several 
important points in regard to pernicious vomiting of pregnancy, 
viz. :— 

1. The importance of estimating the percentage of ammonia 
nitrogen excretion in the urine, and the necessity for repeated 
examinations of this ‘‘ Ammonia Co-efficient.”’ 

2. In the toxic form the ammonia excretion remains high, but 
may show marked fluctuations, even in spite of clinical improve- 
ment. 

3. The percentage of ammonia excretion—above the normal— 
gives little indication of the gravity of the case. 

4. The damage, in the toxic cases, affects the liver particularly, 
but the kidney may also suffer. 

5. The nature of the liver damage is a toxic necrosis affecting 
especially the central area of the lobule. 

6. The cause of the damage appears to be derived from the 
foetal products, as removal of these leads to recovery and a return 
to normal of the ammonia excretion. There may, however, be 
prolonged after effects of toxemia as seen in Case 2. Too long 
delay in removing the products of conception may lead to irrepar- 
able damage, as in Case 1. a 

7. The neurotic type shows no increase in ammonia excretion, 
or only a transient rise, which may be due to other factors than 
toxic damage to the liver. 


DESCRIPTION OF PLATES. 


Fig. 1. Case 1. Liver, anterior and superior aspects, showing 
irregular, wrinkled surface. 

Fig. 2. Case 1. Liver, x45. The liver cells in the centre of 
the lobule have disappeared, only débris and engorged sinusoids 
remaining. 

Fig. 3. Case 1. Liver, x500. Part of centre of lobule. A few 
shadows of liver cells remain, mingled with débris, fatty particles, 
and engorged sinusoids. 

Fig. 4. Case 1. Liver, x500. Part of periphery of lobule. 
Liver cells—some swollen-—are widely separated; many nuclei are 
pyknotic, 
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Fig. 5. Case 1. Kidney, x45. Glomeruli are swollen, and 
convoluted tubules catarrhal. 


Fig.6. Case 1. Kidney, x 200. To show glomerular tuft with 


adhesions to capsule; engorged capillaries; and swollen, granular 
tubular epithelium. 
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CLINICAL REPORTS. 


A Case of Hyperemesis in the early months of pregnancy, 
with death three weeks after termination of Pregnancy. 


By Gipson FitzGispon, M.D., F.R.C.P.L., 
Master, Rotunda Hospital. 


| THINK the following case is worth reporting on account of its 
intractable character and termination. 

Mrs. H., et. 27 years, married 11 months. Last menstruation 
occurred from April 13 to 17, 1925. Before the date when her 
next menses should have appeared she began to suffer from nausea 
and vomiting. The possibility of pregnancy was suggested, and 
che tried various suggested remedies. Constipation was a marked 
symptom, but as sue was habitually very constipated, her bowels 
only moving every two, three or even four days, she did not 
trouble about the relative increase. The vomiting continued, and 
when the pregnancy was about five weeks advanced amounted 
to rejection of nearly all meals. About this time she consulted 
a medical friend, who told her that the only treatment was the 
termination of the pregnancy. This appeared to become an 
absolutely fixed obsession. Shortly after this she consulted her 
family doctor, Dr. Edmond Jacob, of Templemore. During the 
next ten to fourteen days Dr. Jacob tried the usual measures for 
excessive morning sickness, but improvement did not follow, and 
the constipation continued most obstinate. 

On June 18 Dr. Jacob sent the patient up to the Rotunda. At 
that time everything, including sips of water, was being rejected 
and the bowels had not been moved for seven days. Dr. Jacob 
gave me the following note: ‘‘ I have known the patient and her 
family from birth, a family constantly complaining of minor 
ailments; she was perhaps the healthiest. She was a most 
inveterate smoker and tea-diinker, living on tea and tobacco.” 

On admission to the Rotunda the patient was in very fair 
condition. She did not show any signs of emaciation, but seemed 
to be a tall, spare type. The general muscular development was 
good. She had always led an active outdoor life. She complained 
of no pain, only the vomiting of everything. There was a slight 
icteric tinge in the conjunctiva and a slight trace of bile in the 
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urine, but no albumin. The temperature was 98° and the pulse- 
rate 66. The tongue was slightly furred, but very moist. Rather 
an excess of salivation was a feature all through. On account oi 
the constipation a soap and water enema was given but all retained. 
This was repeated in 12 hours, and about half returned slightly 
coloured. 

Vaginal examination revealed an apparently normal pregnancy 
of about eight weeks’ duration. The abdomen and liver dulness 
seemed quite normal, 

During the next four days there was no vomiting, two doses of 
oil were retained, and 10 ounce saline enemas were given every 
four hours and retained, also a wash out soap and water enema 
each 24 hours, part of which was always retained, while the return 
was only slightly coloured. On June 21 there was an excellent 
fecal result with an enema. During the next two days the patient 
vomited about two ounces of clear fluid on two occasions, and 
there were two good results with wash out enemata. 

It appeared as if the condition of the patient was settling, and 
two dry water biscuits had been given twice a day and retained. 
Urine secretion amounted to 45 to 50 ounces each 24 hours, 
and the bile had disappeared. There was at no time any albumin. 

I became quite convinced that the case was one of neurotic 
vomiting which had got out of hand. I told the patient that I 
expected to have her all right in a few days and able to go home. 
She replied that she would not be able to go on with the pregnancy, 
and asked me was I not going to terminate it. 

Next day, June 24, vomiting of small quantities, but frequent, 
again started. There was no other change, except that the wash- 
out enema produced no results. The patient did not eat the 
biscuits, but expressed a desire for a cup of tea, and retained it, 
vomiting only six hours later. Two pills were retained, but the 
enemata produced no results. Tea was once rejected and once 
retained. 

During the next four days everything was stopped by mouth. 
Small quantities of saliva were expelled, with frequent retching, 
amounting to about 10 ounces in 12 hours. At the end of this time, 
June 28th, there was a good fzecal result with an enema, and the 
vomiting became less. During the next week vomiting was only 
about half an ounce once or twice in 12 hours and teaspoonfuls 
of Brand’s essence were retained. The patient asked for corn- 
flour, and also retained it twice daily. 

This up-and-down condition continued for the next fortnight. 
The bowels were most infrequent, only responding to enemata 
every three or four days. Strychnine hypodermically was given 
to try and improve intestinal tone, and later atropine to try and 
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cut down the salivary secretion. Neither had any apparent effect. 
The saline enemata had been changed to bicarbonate, and all 
were retained. Cornflour, oatmeal porridge, biscuit and an occasional 
cup of milk, as the patient desired, was given three or four times 
in 24 hours, and vomiting was reduced to two or three occasions 
each day and small in quantity, quite irregular in regard to food. 

By July 12 emaciation was marked, but not excessive. The 
urine secretion was around 4o ounces, but for the first time showed 


a trace of albumin, but no reaction of acetone. A slight trace of 


bile had returned, but there was no further icterus. The liver 
dulness was normal. 
On July 14 acetone appeaved for the first time in the urine, and 
I decided to terminate the pregnancy. The temperature all through 
had remained about 98°, and the pulse-rate was 80 to go, never 
above 94. The uterus corresponded to a 12 weeks’ pregnancy that 
was still advancing. Chloroform anzsthesia was given, and several 
medium-sized sea-tangle tents introduced into the cervix. The 
patient vomited one ounce of clear fluid when coming round after 
the anesthetic. On July 15 the tents were changed under ether 
and chloroform anzesthesia, and on July 16 the cervix easily admitted 
a finger. The uterus was then emptied under chloroform, and the 
foetus and placenta easily removed with very little bleeding. The 
foetus corresponded to the history of 12 weeks pregnancy. 
From the time of the first anesthetic until the uterus was 
emptied the patient did not vomit, she was quite cheerful and the 
urine secretion excellent. The acetone and slight albumin per- 
sisted. After the uterus was emptied two pills were retained and 
she had some tea, drank water, and took some milk and toast. The 
bowels acted. This continued for four days during which the pills 
were repeated and bowels again acted. The acetone almost dis- 
appeared. On July 20th vomiting recurred so everything by 
mouth was stopped, glucose enemata were started instead of bicar- 
bonate and no vomiting occurred on the 21st or 22nd. Glucose, a 
tablespoonful to eight ounces of water, was given by mouth and 
retained. From the 23rd to the 26th the glucose solution was well 
retained and given four-hourly. The enemata were stopped except 
for a wash-out and pills were given which produced bowel action 
with the enema. On the 26th a little vomiting occurred, and from 
this time gradually became more frequent and bilious in character. 
The temperature touched 100° on four occasions after the uterus was 
emptied, but then remained around 98°. The pulse-rate reached 
100 on July 28th. From July 22nd the albumin increased in the 
urine and a trace of blood and pus appeared. These increased 
during the next few days and then remained definite. Emaciation 
increased rapidly. From July 31st until death occurred on August 
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5th there was little change; incontinence of urine developed but 
there was no coma or delirium, The vomiting was less frequent 
but in larger quantities and very bilious, and a little muscle twitch- 
ing developed in the last few days. The temperature continued 
normal and the pulse-rate remained 100. 1 was unable to obtain a 
post-mortem examination. 

There is much in this case that | am not able to explain; I have 
never met one like it. I would like to mention two other cases. 

Mrs. W., aged 22, married two months, started to vomit when 
three weeks’ pregnant, the vomiting became incessant in the 
next two weeks. I first saw her on July 18th; she was a good 
colour, but showed signs of loss of flesh and was soft. Her bowels 
had not moved since an enema given on June 30th; she was 
habitually irregular and often had no motion for four or five days, 
I tried stopping everything by mouth, glucose enemata 20 ounces 
four-hourly and wash-out enemata daily. She always retained the 
glucose and frequently retained three pints of soap and water, The 
vomiting persisted. Twenty cubic centimeters of blood from her 
husband was injected subcutaneously on four successive days, and 
at the end of fourteen days without any improvement I emptied the 
uterus of an eight weeks’ pregnancy. The uterus was perfectly 
normal. From the next day the patient was taking and retaining 
food, and at the end of a week was on a full diet. 

The second case, Mrs. K., aged 30, married one year and preg- 
nant 14 weeks, was sent into hospital with a history of severe 
vomiting for two months. One month previously she had been in 
another hospital on account of severe vomiting, where she was 
treated chiefly for constipation and from which she was discharged 
after a week apparently quite well. The vomiting recurred and 
rapidly became severe. From the beginning of the pregnancy she 
has been obstinately constipated. 

On admission she was delirious and very wasted; her bowels 
had not moved for days. The pregnancy corresponded with the 
history and the uterus was anteverted. The urine was scanty, 
20 ounces being passed daily, and contained acetone and diacetic 
acid. The temperature was 98° and the pulse-rate 150. A dose of 
oil was retained and a bowel action obtained by enema. There was 
complete muscular relaxation, enemata dribbled away and no 
vomiting occurred. A deep semi-coma persisted and the patient 
died three days after admission. The condition was similar to the 
terminal state of Mrs. H., with the addition of delirium and coma. 

‘With the exception of these cases I have never, during my six 
years in the Rotunda, failed to relieve vomiting in early pregnancy 
by complete rest to the stomach, enemata, and evacuation of the 
bowels, and then, with the regulation of diet and careful supervision 
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of intestinal action, to carry on the pregnancy, unless the condition 
was associated with or supervened on threatened or missed abor- 
tion. 

In every case that I have met there is one outstanding feature, 
‘obstinate and progressive constipation,’’ and when that is relieved 
a marked sluggishness of intestinal action which can only be 
corrected by regular and relatively active purgative medicine. 
When the condition has developed to at all a marked degree, the 
subsequent sluggishness of the intestines persists for months or 
even through the whole of the pregnancy, and requires constant 
supervision to prevent relapse, but if this is attended to it usually 
improves and the latter half of pregnancy is gone through with 
comparative or even complete comfort. 

In the past six weeks I have had another patient sent to me 
considerably worse than either Mrs. H. or Mrs. W.; she was seven 
weeks’ pregnant with her second pregnancy and very emaciated. 
Vomiting stopped when nothing was given by mouth. It was five 
days before her bowels acted. After that she took food, did not 
vomit, but bowel action was only obtained every two or three days 
with repeated purgatives. This slowly improved and in three weeks 
she was allowed to go home, taking a light diet with no vomiting 
or nausea, the bowels acting daily with a purgative. She is now 
27 weeks’ pregnant and perfectly fit and well, having regained 
a lot of the lost flesh. 

While treating Mrs. H. I read the report of a case by Fairbairn 
at the Royal Society of Medicine, the history, course and termina- 
tion were almost identical with Mrs. H.’s, and reading it was the first 
thing that shook my confidence in curing my patient. I looked up 
what Fairbairn said on the subject in his text-book. Here it is: 
‘‘ During the last fifteen or twenty years every case admitted for 
excessive vomiting of pregnancy has recovered by management on 
the above lines without interference with the pregnancy.’? The 
lines are rest to the stomach, morphia as a sedative, rectal saline to 
replace fluid and psycho-therapy. He does not mention regulation 
of the bowels, but I think this is included as stress is laid on this in 
the management of normal pregnancy. 

From my experience of cases, I cannot accept the theory of a 
toxemia arising from the pregnancy as the cause of the condition ; 
the enormous number of these cases that respond to treatment 
which merely consists of regulating the hygiene of pregnancy, and 
that then carry on during the whole of pregnancy without 
developing any subsequent evidence of toxemia seems to exclude a 
toxin arising in the products of conception. These three cases of mine, 
and that reported by Fairbairn, appear to me to be cases in which the 
results of intestinal stasis had been allowed to persist so long as to 
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render the relief of the condition impossible before the terminal 
results of starvation and tissue wasting had become the dominant 
condition, and in the three cases ending in death could not be 
stayed, while in Mrs. W., the risk of this made termination of the 
pregnancy imperative, as the intestinal stasis was so developed 
that it could not be relieved within a safe limit of time. In the 
case of Mrs. H., there was the slight icterus and the bile in the 
. urine to suggest hepatic derangement, but I think this can be 
accounted for by the intestinal stasis and a consequent mild 
catarrhal condition of the bile ducts. The bile in the urine 
disappeared with treatment, and only returned with the terminal 
condition of starvation, while the liver dulness never showed any 
alteration from the normal. 

The presence of icterus and bile in the urine is quite unusual 
in cases of vomiting of early pregnancy, and, although present in 
Mrs. H., and also noted in Fairbairn’s case, | have never noted 
it in any others. It disappeared early with treatment, and this, I 
think, supports the simple catarrhal origin; whereas, if it was the 
result of a toxzemia, the primary cause of the vomiting, one would 
expect it to increase, or at least persist while the other symptoms 
persisted and increased. 

The fact that tissue degeneration and liver necrosis are found 
post-mortem in these cases is rather to be expected as the specimens 
are from cases that have died of starvation, and similar changes 
are found as the result of other wasting diseases of which they are 
obviously not the primary cause. 

The psychic or neurotic element in all these cases must not be 
overlooked. The early onset of nausea and development of vomit- 
ing very soon breaks down the patient’s self-confidence and 
produces a longing that the pregnancy should be terminated, 
although there may be the keenest desire for a child. It is essential 
to obtain the confidence of the patient and to impress on her the fact 
that she can successfully go through her pregnancy when the 
vomiting, which is an accidental association, is eliminated, and that 
there is no inherent reason in the pregnancy why the vomiting 
should return. 

I was never able to eliminate the mental conviction in Mrs. H. 
that termination was the only cure. It is of great interest to note 
that Fairbairn’s patient had probably the same conviction, as her 
two sisters had abortions induced on account of hyperemesis, one 
on three occasions. I believe the persistence of this conviction 
protracted the vomiting in spite of treatment until the effect of 
starvation and tissue degeneration became dominant and incurable. 

REFERENCE. 
Fairbairn. Proc. Roy. Soc. Med. (Sect. Obstet. and Gynzecol.), 1925, xviii, 70. 
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A Case of Puerperal Inversion of the Uterus replaced by a 
new form of Aveling Repositor. 


By W. W. Kina, M.B., F.R.C.S. (Edin.), 
Lecturer in Gynecology, University of Sheffield; Hon. Surgeon, 
Jessop Hospital for Women, Sheffield. 


THE following case of inversion of the uterus is of interest because 
of the slight trauma which apparently began the process and 
because of the ease with which it was replaced, by a modification of 
Aveling’s well-known repositor, three weeks after the accident. 
Mrs. S., aged 27, was delivered spontaneously of her first child 
on March 1st, 1925. A slightly abnormal amount of hemorrhage 
during the second stage caused her medical attendant to insert his 
hand into the vagina for the purpose of removing the placenta from 
the uterus. The placenta was, however, mainly in the vagina and 
came away without any difficulty. Very serious collapse and 
vomiting immediately followed, but there was no further hemor- 
rhage. Inversion was thought of, but the absence of hemorrhage 
and an external tumour were taken by him to negative this 
diagnosis. The shock passed off and the puerperium was nonfebrile. 
and normal in every way. But in view of the unaccountable 
collapse after labour the patient was kept in bed for eighteen days 
when a routine pelvic examination disclosed a rounded tumour in the 
vagina which the doctor at once recognized as an inversion. When 
I saw her on the same day, «e., the eighteenth of the puerperium, 
she looked and felt perfectly well. 1 found the inverted uterus, the 
size of a cricket ball, in the vagina. The patient was transferred to 
the Jessop Hospital where treatment with glycerine for a few days 
considerably reduced the size of the uterus. My modification of 
Aveling’s repositor, described below, was then inserted. The 
apparatus caused no pain when in position, but in order to help her 
to lie still a small dose of morphia was administered. Five hours 
later the fundus of the uterus was almost level with the cervix, and 
the smaller cylindrical end was substituted for the larger cup which 
was first used. The uterus was found to be completely re-inverted 
some hours later, but unfortunately no exact information is avail- 
able as to when it took place. It is almost certain, however, that 
re-inversion was complete in less than an hour, making a total of 
six hours. The cylindrical end had passed right into the uterine 
cavity but was extracted without the slightest pain or difficulty. 
The patient made an uninterrupted recovery. 
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A MODIFICATION OF AVELING’S REPOSITOR. 


The movable traction plate is shown without the rubber bands, and 
the cylindrical end is seen on the right. 


DESCRIPTION OF THE INSTRUMENT. 
The underlying ideas of the instrument are :— 


1. To get the point from which traction is made as close to 
the vulva as possible so as to diminish the liability to 
lateral displacement which was such a difficulty with 
Aveling’s original instrument. 


2. To supply a ready means of adapting the instrument to the 
shape of the vagina. This was not possible with the old 
pattern and without doubt detracted from its efficiency. 


3. To provide a gauge by which the process of re-inversion 
can be noted without removing the apparatus. Hitherto 
the progress has been a matter of guesswork, but this 
uncertainty is obviated in the model | have devised, 
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The plate from which traction is made is rectangular in shape 
and measures 6.0 by 3.0cm. It can be fixed at any position on the 
stem by means of the set-screw. The corners of the plate are drilled 
to take the ordinary circular elastic bands as supplied by stationers 
(size ‘‘o000}’’). These are looped into the holes and when 
attached to a suitable belt they produce about the right amount of 
upward pressure when extended by about 2.5cm. In the first 
instance the plate is set about half an inch from the vulva, and as 
re-inversion takes place it has to be re-adjusted further down the 
stem until it reaches the pre-arranged point as indicated below. 

The stem is of copper so that it can be bent to fit the curve of 
the vagina and perineum and so transmit pressure in the correct 
axis for the particular patient. Before fixing the apparatus a mark 
should be made, with strapping, on the stem to indicate the position 
that the plate will occupy when the fundus‘ has been re-inverted to 
a point at or about the cervix. When the plate has been moved 
down to this point the cup is changed. 

The cup used is of the ordinary type until the fundus of the 
uterus has been replaced to about the level of the cervix, as shown 
by the plate having been moved gradually down to the mark on the 
stem. The instrument is then withdrawn and the cup is replaced 
by a smaller cylindrical one which is of such a size that it will easily 
pass through the cervix into the uterine cavity. When this has 
taken place, as judged by the position of the traction plate, the cup 
can be withdrawn with great ease and quite without pain. 

Nothing new is claimed for this cylindrical cup which is very 
similar to that which Aveling himself devised, but, to the best of 
my knowledge, the movable traction plate and malleable stem have 
not been described before. 

The instrument is designed, as was Aveling’s, for the reposition 
of the more chronic types of inversion, but I believe that it would 
be equally successful in replacing the uterus immediately after the 
shock of an acute inversion had passed off. 

Cases of chronic inversion are so uncommon that it has been 
somewhat difficult to work out the details of this instrument. No 
doubt experience will suggest further modifications, and I shall be 
very much beholden to anyone who will try the instrument and 
make suggestions. It will be kept at the Jessop Hospital for 
Women, Sheffield, and, upon request, it will be immediately 
despatched to the address of any medical practitioner wishing to 
use it. 

This instrument was made for me by the Medical Supply 
Association, Holly Street, Sheffield, to whom I am much indebted 
for the interest which they have taken in carrying out my ideas. 
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Cesarean Section for Labour Complicated with Prolapse 
of the Cord.* 


By J. A. Kynocu, C.M., F.R.C.P.(Edin.), F.R.C.S. (Edin.), 


Professor of Obstetrics and Gynecology, University of 
St. Andrews. 


Up to the year 1900 the only accepted indication for Czesarean 
section was labour obstructed by an extreme degree of pelvic 
contraction. About that time Lawson Tait advocated Czesarean 
section for placenta previa, and within recent years Tait’s 
suggestion is gaining recognition, and is now regarded as the best 
treatment in properly selected cases. 

Cesarean section has been suggested for prolapse of the 
umbilical cord, and there are several authorities who hold that 
under certain conditions this method of treatment deserves 
consideration, such as mild degrees of pelvic contraction, insufficient 
of themselves to warrant Czesarean section, but complicated with 
prolapse of the cord. In order to justify this method of treatment 
two conditions are necessary: (1) the child must be alive, with 
good heart sounds; (2) the mother must be free of any suspicion of 
infection. 

The following are the notes of a case in which these two 
conditions were fulfilled, and Czesarean section was performed 
successfully for mother and child. 

Mrs. W., 27, 1-para. Her first child was born two years ago, 
when she was attended at the Out-patient Department of the Dundee 
Maternity. Her delivery was instrumental and difficult on account 
of the slightly-contracted pelvis. The child was born alive, but 
did not survive. Her second confinement was expected in August 
1925. She attended the Antenatal Department in July, when the 
pelvic measurements were found to be interspinous g} inches, 
intercristal 10} inches, external conjugate 7} inches, diagonal 
conjugate 4} inches, and true conjugate 3} inches. Urine normal. 

On admission, on August 19, examination showed the vertex 
presenting and the head not fixed, the cervix the size of half-a-crown, 
and the umbilical cord prolapsed, but pulsating; the foetal heart 
sounds were satisfactory. From the pelvic measurements delivery 
could have been carried out by version, but as there would certainly 


* Read at a Meeting of the Edinburgh Obstetrical Society, Jan. 13, 1926, 
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have been delay in delivering the after-coming head, with conse- 
quent long pressure on the cord, and the mother being desirous 
to have a living child I decided upon Cesarean section. The 
operation was performed in the usual way, the placenta being 
attached to the anterior uterine wall. The mother and child left the 
Maternity well, after three weeks. 

The infantile mortality in cases of prolapse of the umbilical 
cord being at least 50 per cent., Czesarean section seems to offer 
the best means of reducing this high rate of mortality. Couvelaire, 
of Paris, reports two successful cases, and De Lee, of Chicago, 
recommends Cesarean section when the conditions are suitable. 

At the Obstetrical and Gynecological Society of Paris, in 
August 1925, Vallois reported a successful case in which labour 
had been induced at a previous pregnancy on account of slight 
pelvic contraction. 


fi 
2 


81 


Intraperitoneal Hemorrhage and Intestinal Obstruction in 


the Puerperium from (?) separation of an old adhesion to 
the uterus. 


By R. W. Jounstong, C.B.E., M.D., F.R.C.S. (Edin.), 
Physician, Royal Maternity Hospital, Edinburgh; Assistant 
Gynecologist, Royal Infirmary, Edinburgh. 


THE following case seems worthy of record in view of its very 
unusual nature :— 

Mrs. X., zt. 39, pregnant for the first time after 11 years’ 
married life. Confinement expected in the end of January, 1924, 
but, as the patient had long given up hope of a family, her dates 
were uncertain. The patient was very stout, and in the beginning 
of January she began to complain greatly of abdominal discomfort 
and of pain on the right side. The urine did not contain any 
albumin or macroscopic traces of pus. I attributed the pain and 
discomfort to muscular stretching, owing to the undue distension 
of the uterus and abdomen. In view of the size of the patient and 
her discomfort, and of the uncertainty of her dates, I decided to 
induce labour, and she was given quinine, castor oil, and six injec- 
tions of 0.5 cc. pituitary extract without success. Following this 
I introduced, under anesthesia, a stomach tube into the lower 
uterine segment. The tube did not incite labour pains and had to 
be removed twenty-four hours later on account of the discomfort to 
which it gave rise. The following day castor oil, quinine and 
pituitary extract: were again tried and resulted in labour pains 
starting at ga.m. next morning. Two hours later the membranes 
ruptured, and, as the pains were very frequent, the patient, who was 
a very highly strung woman, became exceedingly hysterical, and 
difficult to manage, on account of her nervous excitation, great 
weight and size. Morphia and hyoscine were given at 1 p.m. and 
the hyoscine repeated hourly until 7 p.m., by which time the cervix 
uteri was fully dilated. The patient was making little progress 
and accordingly, at 10.30p.m., under anzesthesia, the forceps was 
applied and a living child of 8 pounds delivered. The perineum 
was intact and the placenta and membranes were born complete 
35 minutes after the child, the placenta having been expressed by 
the Dublin method, but without the exercise of any undue force or 
pressure. On the following day the patient was still very hysterical 
and complained of pain in the abdominal muscles, particularly 
on the right side. The pain continued, and, as there was great 
flatulent distension of the bowel, she was given a flatus enema and 
charcoal by the mouth. Examination of the abdomen revealed 
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some tenderness over the muscles of the right side, and great 
distension. On the third day the patient complained of spasms of 
colicky pain mostly related to the right side of theabdomen, Castor 
oil and enemata were followed by unsatisfactory results. Tender- 
ness over the right side of the abdomen was rather greater than 
before. The pulse-rate had risen to 110 and the temperature to 
99.6°F, The patient remained without improvement for another 
forty-eight hours. Then, as the action of the bowel was very 
unsatisfactory, the distension not diminishing, and the colicky pain 
continuing, I came to the conclusion that the patient was suffering 
from intestinal obstruction the cause of which I could not diagnose. 

I asked my colleague, Mr. J. W. Dowden, to see the patient in 
consultation, and he agreed in the diagnosis, but was unable to 
explain the cause. We decided that it was necessary to open the 
abdomen and the patient was removed to a surgical home on the 
morning of the sixth day after delivery. On opening the abdomen 
by a right paramesial incision below the umbilicus a considerable 
quantity of old free blood was found in the peritoneal cavity. Clots 
and free blood were also present in the right side of the pelvis, and 
the right side of the uterus was covered with clot. The uterus was 
well involuted and one or two coils of congested and distended 
small intestines were adherent to the posterior wall behind the right 
cornu. Our first impression was that the uterus had been ruptured, 
but this was soon dispelled by further examination. The adhesion 
of the intestines to the uterus was readily separated and, on drawing’ 
the uterus up towards the wound, we found that the source of the 
bleeding was a small area, less than the size of a threepenny piece, 
on its posterior wall and half an inch below the point where the 
bowel had adhered, from which a tiny vessel was actively pumping 
arterial blood. A mattress suture was placed underneath this 
vessel, which completely controlled the bleeding, and the abdomen 
was closed. Convalescence was protracted by reason of acute 
pyelitis on the right side, which was probably the cause of the right- 
sided pain before labour, but the patient ultimately made a good 
recovery, and has since been in perfectly satisfactory health. 

It is difficult to know how this injury to the posterior wall of 
the uterus could have arisen, unless there had been previously an 
adhesion to the uterus which became detached during the rapid 
reduction in size of that organ as the result of labour. The 
hemorrhage probably began during labour and continued quietly, 
while the coils of intestine became gummed to the perimetrium by 
blood clot, No such adhesion was seen, and no time was spent 
looking for one. The obesity of the abdominal wall made the idea 
of any injury to the uterus during the expression of the placenta 
quite untenable, 


A Case of Chorion-Epithelioma with Adenomyoma. 


By ArtHur A. GEMMELL, M.B., B.Ch.(Cantab), F.R.C.S. (Edin.), 


Hon. Assistant Surgeon, The Liverpool and Samaritan Hospital 
for Women. 
Tue following case appears worthy of record as no account has 
been found of these two conditions being associated in the same 
patient. The patient’s history is here given in its proper sequence, 
Mrs. G. H., zt. 30, completed her first pregnancy by passing a 
hydatidiform mole in December 1923. The bleeding following 
this did not cease, and she was therefore curetted in January 
1924. After this she had no menstrual loss until March 6, 1924, 
when she had what she described as a ‘‘ short period.’’ This 
irregularity was treated with calcium lactate, and menstruation 
remained regular until April 8, 1925. From April 13, 1925, until 
June 13, 1925, when she was seen, she complained that she had 
had some bleeding, necessitating the use of one diaper per day. 
There was no pain. The uterus was the size and consistence of 
an eight weeks’ pregnancy, and a diagnosis of threatened abortion 
was made, and appropriate treatment commenced. There was no 
bleeding in July, but on September 26 she again complained of it. 
Examination showed hardly any increase in the size of the uterus, 
and removal of the mole was advised, but this treatment was 
refused. On the evening of October 1 she was reported to be 
bleeding severely, but when seen at 9.30p.m, this had stopped. 
At 1.30a.m. on October 2 a renewed hemorrhage occurred, and the 
patient was found to be collapsed. Tlzmostatics and pituitrin were 
given. She was admitted to Hospital at 12.30 p.m. on October 2 
in a very collapsed condition, with a weak, irregular pulse the rate 
of which was 120 and the temperature was 97°F., the respiration 
was shallow and sighing, and there was extreme pallor of the face 
and lips. On examination, the vagina was found to be filled with 
blood-clot, the uterus was about the size of a 12 weeks’ gestation, 
the os admitted one finger, and through it clot presented. There 
were no pains. The patient was in such serious condition that the 
only treatment considered advisable was that of the collapse 
together with a tight vaginal pack and binder. She died at 4 p.m. 
Unfortunately, only a limited post-mortem examination was 
allowed. The uterus and appendages were removed entire. The 
appendages were not adherent. Palpation of the liver, spleen and 
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kidneys failed to detect any abnormality. On opening the uterus 
it was seen to be full of clot, which was easily turned out. It was 
then noted that there was an area in the fundus of the uterus which 
was very thin. 

Sections were made of the clot, the thinned area of the uterus 
and the parametrium, including the outer surface of the uterine 
wall at the level of the internal os. Sections of the clot show 
no traces of the products of conception, those of the thinned area 
of the uterus a typical chorionepithelioma. The sections of the 
parametrium and the adjacent uterine wall show invasion of the 
parametrium by the growth, the blood-vessels containing syncytial 
cells, while the uterine wall shows an adenomyoma. A careful 
examination has been made of this part of the specimen by serial 
sections, but nowhere have the gland elements of the adenomyoma 
been found to be invaded by the chorionepithelioma, nor is there 
any decidual reaction present. 

Sections of the curettings of January 1924 which, at the time. 
were considered innocent, have been re-examined. Professor Glynn 
reports that on account of the nuclei of the syncytial cells being so 
atypical and irregular they should probably be considered 
malignant. 

It is not suggested that the adenomyoma accounted for the 
patient’s symptoms in any way, and it seems unlikely that the 
chorionepithelioma arose from the hydatidiform mole of December 
1923, bearing in mind the fact that the menstruation of the patient 
remained regular for 13 months after March 1924 and also the 
known rapidity of growth of this neoplasm. 
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BOOK REVIEWS. 


“‘ Clinical Report of the Maternity Department of the St. Mary’s Hospitals, 
Manchester, for 1924.”” By C. P. BRENTNALL. 

“‘ Clinical Report of the Maternity Department of the Jessop Hospital for 
Women, Sheffield, 1924.” By Doris Pinpar. 

** Clinical Report of the Edinburgh Royal Maternity and Simpson Memorial 
Hospital, 1924.” 

“Rotunda Lying-in Hospital Clinical Report for the year 1923—1924.”” By 
GIBBON FITZGIBBON. 

‘‘ Coombe Hospital Report, 1924.’’ By Louis Cassipy. 


The Manchester Report has been very carefully edited this year. As a 
suggestion for improvement in future years we feel that detailed tables of 
““Toxeemias and allied conditions’? and ‘‘ Cardiac cases”? would be 
valuable. In the ‘‘ Toxeemias and allied conditions” no distinction is 
drawn between threatened eclampsia, toxeemic ante-partum hemorrhage, 
and chronic renal disease. 

From the clinical side 46 deaths in 1,600 odd cases, or 2.7 per cent. seems 
very high, and, while it is true that the report shows a very large per- 
centage of abnormal cases quite a dozen of the deaths appear to have 
occurred from sepsis or shock in cases which were not sent in as emer- 
gencies. Czesarean section does not appear to be practised after attempts 
at delivery per vias naturales, yet the mortality for this operation is 3.7 per 
cent., five of the deaths being frankly due to sepsis. 

The period of gestation is sometimes given in months, and at other times 
in weeks. It is a good plan to keep to one or the other, and we prefer 
weeks. 

Case 453, a central placenta praevia, is said to have died from 
‘‘ pneumonia ”’ in the placenta praevia table, and from ‘‘ puerperal sepsis ”’ 
in the ‘‘ short notes on fatal cases.’’ The results in placenta praevia are 
very good; the only other death in 47 cases being due to cardiac disease 
and heart failure. 

The “‘ short notes on fatal cases’? would be more interesting if more 
details were given. In other respects the report is excellent. 


The statistical summary at the beginning of the Jessop Report is clearly 
set out, and it is stated that the majority of cases discharged undelivered 
were subsequently readmitted for delivery. A table showing the conditions 
for which they were treated would be valuable in view of the prominence 
which ante-natal supervision has attained in recent years. 

The pericd of gestation is given throughout in months. As there is no 
case between 84 months and term it is to be presumed that calendar months 
are intended. 
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There area few discrepancies. In the contracted pelvis table 16 cranio- 
tomies with three maternal deaths are shown, whereas in the craniotomy 
table six only are shown for contracted pelvis, and it is stated that ‘‘ Two 
mothers died.’”’ Case 772 in the Cesarean section table is not included in 
the table on ‘‘ Transverse lie.’ It would have been rather nice to show in 
both tables the only transverse lie in which a live baby was obtained 
Case 169 is included in the contracted pelvis table, the full and detailed 
death report gives no hint that the presence of contraction of the pelvis—if 
any—influenced the treatment adopted. It would appear to be in the con- 
tracted pelvis table by accident. 

From the clinical side the results are good. The infant mortality in 
breech presentations is striking, 36.4 per cent. in primigravidee and 3.6 per 
cent. in multigravide, which is well in conformity with experience. (At 
Manchester the foetal deaths in primigravidee are 31 per cent., but in 
multigravidee Manchester has a 55 per cent. {cetal mortality, probably due 
to other complications. These figures emphasize the importance of ante- 
natal supervision of multigravide as well as primigravide, as presumably 
many of these abnormal presentations might have been corrected.) 

The 20 per cent. mortality of craniotomy for contracted pelvis is interest- 
ing as it shows that this procedure is more dangerous than is usually” 
recognized. 

The cases of eclampsia are well and clearly reported. One-third of them 
dic, but they are obviously severe cases, even without the extraordinary 
amount of albumin in the urine of some of them. Case 160 had 12 per cent. 
of albumin! and Case 298 had 22 per cent.!! We have always thought 
anything over 1o grammes per litre (=1 per cent.) very high. 

Among the 18 deaths there are six from puerperal sepsis, all of which 
had serious obstetric complications. Three of them appear to have been 
much worse after having intra-uterine applications. 


The first paragraph of the Edinburgh report is very difficult to follow, 
and we fail to ascertain how the number 3,160 was arrived at, particularly 
with reference to the ‘‘ 2,518 treated in the hospital.” Further, as the 
figures in this paragraph seem to have no connection with the rest of the 
report, we conclude that they are of some administrative use. 

The 1,659 “‘ In-patients ’’—contradistinction to 2,518 ‘‘ Treated in the 
Hospital ’’—form the basis of this report, and include 97 admitted during 
pregnancy and not re-admitted for delivery in the hospital, three of whom 
died undelivered. 

The list of causes of maternal death is good (Table I). The ‘ Short 
notes on maternal deaths ” are even shorter than those of Manchester. 
The mortality rate is low, and but for a rather high incidence of sepsis 
following spontaneous delivery would have been extraordinarily good. 
The morbidity is also low, but a modified B.M.A. standard is used. 

We are glad to see that throughout the book maturity is expressed in 
weeks. Very full details are given in all the tables and in most cases, at 
the foot of the tables, the maternal and feetal mortality is given in numbers 
and percentages—an excellent plan which might well be copied by others. 

The table of posterior positions of the occiput shows the treatment and 
results most clearly, and is very useful in comparing the different methods 
of termination of what is, perhaps, the commonest difficulty in an ordinary 
obstetric practice. In every case of maternal death (except Case 308, Table 
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XI) the reference to the mortality list is given—another excellent feature 
of this report. 

The only discrepancies noted are that Cases 16, 669, and 670 appear in 
the ‘twins table’ as breech presentations, but do not appear in the 
‘breech table.’”? All other twins with breech presentations do, and these 
seen to have been overlooked by the compiler. Case 368, Caesarean section 
for contracted pelvis, is omitted from Table XXX. 

Table XXVI, Cardiac disease, would be improved by a column showing 
* the degree—if any—of cardiac failure (cedema, cyanosis, albumin, etc.) 
before the onset of labour. After all, this is far more important to the 
obstetrician than the type of cardiac lesion. 


Apart from the fact that the Irish Reports are still written in English, 
the most striking point about them is the number of deaths that occur 
among the women who are delivered in their own homes. Rotunda has 
Ir (0.5 per cent.) and the Coombe 6 (0.3 per cent.). Most of the English 
clinics have a tradition that deaths should not occur in the extern depart- 
ment and therefore admit any case where this disaster appears to be 
threatened, so that the intern death-rate in the English Reports appears 
higher than the Irish. 

The Rotunda Report is written in the usual style. The large amount of 
letterpress makes interesting reading, and in it are full details of all unusual 
cases. The intern mortality rate is as low as 0.6 per cent., and most of the 
cases were admitted as emergencies. Even adding the 11 deaths in the 
extern department the mortality rate compares very favourably with that 
given in any other hospital report. 

The operation of pubiotomy was performed only once. It appears to be 
losing favour, its place being taken by induction, which was the method of 
treatment in 16 cases of disproportion due to contracted pelvis or large 
foetus. 

The section on albuminuria and eclampsia is almost a monograph. 
There are no deaths from this complication. No distinction appears to be 
made between the albuminuria of pregnancy and chronic renal disease. 
The notes on some of the cases suggest that they are really the latter. 

Equally good results are obtained from the treatment of placenta praevia, 
and there is only one death from accidental heemorrhage. In fact the only 
blot on otherwise splendid clinical results is a 50 per cent. maternal mor- 
tality for craniotomy (vide supra). 

The Coombe report is on much the same lines as the Rotunda, as regards 
the letterpress, which again is instructive. Clear descriptions are given of 
all unusual cases. The Caesarean section chapter is particularly interesting, 
in that the majority of the cases mentioned were in labour, and had rup- 
tured membranes before the operation was performed. In many cases the 
forceps had been applied. There are only two deaths in 22 cases. These 
deaths are not included in the maternity report, but appear in the report of 
the gynzecological department. They certainly should be added to Table IV, 
as apparently they are included in the 748 delivered in the wards of the 
hospital. 

Very full accounts are given of all cases of eclampsia and of all Caesarean 
sections. Results generally are excellent, and the morbidity rate is strik- 
ingly low. CARNAC RIVETT. 
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“ Ceesarean Section.’”’ By HERBERT R. SPENCER, M.D. London: John Bale, 
Sons and Danielsson, Ltd. Price 6s. net. 

In this book Dr. Spencer puts on record his experience of Caesarean 
section. He gives the results of t20 cases upon which he has operated, 
contracted pelvis being the chief indication. The technique of the opera- 
tion, anzesthesia and the puerperium are discussed in detail, and the results 
bear ample testimony to his meticulous care as an operator. Since &5 cases 
were not in labour at the time of operation the results obtained are no 
doubt better than would otherwise have been the case. While he makes 
use of the median incision in the upper uterine segment, the other methods 
of incising the uterus are referred to and he disapproves of the incision in 
the lower uterine segment. Various indications for the operation other 
than pelvic contraction are discussed, some of which the author frankly 
condemns while in others he would strictly limit their scope. He is very 
dogmatic when referring to some debatable points, and in most instances 
has given clear reasons for his views. He considers sterilization of patients 
after section ‘‘ an unjustifiable procedure,’ but this attitude is not main- 
tained when he advocates total hysterectomy in cases of sepsis and myoma. 
He considers that Caesarean section is performed too frequently. There 
will be general agreement with this opinion. While individual operators 
may be unduly keen to perform sections the real remedy will be found 
when the system of antenatal supervision employed by Maternity Hospitals 
is universally adopted. Until that time arrives many operators will be 
compelled to perform sections on cases which could have been successfully 
dealt with by induction of premature labour had they been recognized at 
an earlier date. The book opens with a chapter dealing with the history of 
the operation and the origin of its name. It is written in a clear and 
convincing style and is a valuable addition to obstetric literature from one 
who is both an expert obstetrician and a careful and most successful 
surgeon. E. F. M. 


Gyneecologic Urology.”? By Lynn LYLE FULKERSON, A.B., M.D., F.A.CS. 
London : William Heinemann. 

This book of 227 pages deals with the technique of endoscopy and 
cystoscopy in the female and gives an outline of the diagnosis and tredt- 
ment of the various diseases of the urinary tract in women. The details of 
operations on the kidneys, ureters, bladder and urethra are also given. 
The book fills a distinct gap in writings on the surgery of the urinary 
tract, for while there are many works on genito urinary diseases, the 
surgery of the lower part of the urinary tract in the male is rather empha- 
sized in these books, and the lower urinary tract in women is not dealt 
with as fully as is desirable. The surgery of the upper part of the urinary 
tract presents no striking differences in the two sexes, and students desirous 
of acquiring a full knowledge of urology will be wise to consult works which 
deal comprehensively with the whole subject. By bringing together into 
one volume, however, the essentials of urology in women the author has 
produced a book which should be of great use to surgeons practising 
gyneecology. But as in the surgery of the female generative organs the 
patients’ best interests are secured by seeking the services of a surgeon 
who has made a special study of this branch of surgery, so they will be 
served best as a rule by gynecologists seeking the assistance of a specialist 
in urology in cases of diseases of the urinary tract other than those which 
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are most conveniently dealt with by one accustomed to operating on the 
female pelvic organs either by the abdominal or vaginal route. The 
chapters on the female urethra and the various urinary fistulae which occur 
as the result of accident or disease should be particularly useful to gyne- 
cologists, as also should the sections dealing with infections of the renal 
pelvis. The book as a whole forms a concise account of the various condi- 
tions which may occur in the urinary tract in women. With the reservation 
above outlined the book may be confidently recommended as a useful 
adition to the library of the gynecological surgeon. The volume is 
profusely illustrated and there is a good index. 


“The Therapy of Puerperal Fever.’”? By Dr. ROBERT KOEHLER, Vienna, 
Austria. Translated by HuGo Enrenrest, M.D., F.A.C.S., St. Louis, 
U.S.A. Henry Kimpton. Price 18/-. 

This is a work of about two hundred and fifty pages in which is recorded 
the results of many years of clinical research on the problem of the treat- 
ment of puerperal sepsis by an Austrian obstetrician of experience who had 
abundant material at his disposal. 

It is not a text-book on treatment, in fact a reader who expected to 
learn from its pages how to cure puerperal fever would be doomed to dis- 
appointment though he might learn what not to do. Its chief value depends 
on the fact that the author has no favourite scheme of his own to push. 

The opening chapters deal with prophylaxis and the general care of the 
sick puerperal woman. Next follows a discussion on the controversial 
question of exploration of the infected uterus. The views of the pro- 
tagonists of active interierence are fairly stated, but Dr. Koehler’s experience 
makes him a strong advocate of conservative measures. The glycerine 
injection method of Dr. Remington Hobbs is not mentioned. About a third 
of the book is devoted to the subject of surgical therapy under which head- 
ing is included hysterectomy, laparotomy for peritonitis, and ligation of 
pelvic veins. Hysterectomy receives the condemnation which it deserves. 
No case suitable for ligature of veins was met with, and the author con- 
cludes that it is an operation which is seldom expedient. 

The most useful section of the work is that which is concerned with the 
clinical results of administering chemical remedies. A great many sug- 
gested remedies were put to the test but no antiseptic injected intravenously 
was found to have any value and no drug was found to have any specific 
beneficial effect. Experiments with quinine appear to have been few and 
inconclusive. 

Vaccines and sera receive an equally adverse report. 

This brief summary will suffice to indicate that pessimism is the keynote 
of the whole work. In his introductory paragraphs Dr. Koehler refers to 
the multiplicity of contributions in all languages dealing with the therapy 
of puerperal sepsis and remarks: ‘ It is another example of the truism that 
the positive value of theoretical propositions stands in inverse ratio to their 
number. The over-production of partly baseless therapeutic suggestions is 
responsible for the existing meddlesomeness which proves far from 
advantageous to the patients.” 

A bibliography of about one thousand articles in modern publications 
forms an Appendix. The literature is conveniently arranged under appro- 


priate headings and will increase the value of the book as a work of 
reference. 
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Direcrorn: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


THis Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the ‘‘ Journal 
of Obstetrics and Gynecology of the British Empire ’’ exchanges :— 


British.—The Lancet; British Medical Journal; Medical Science: Abstracts and 
Reviews. 


Canadian.—The Canadian Medical Association Journal; Bulletin Medical de 
Quebec. 


Australian.—Medical Journal of Australia 
South African.—Medical Journal of South Africa. 


American.—American Journal of Obstetrics and Gynzecology ; The Journal of the 
American Medical Association; Surgery, Gynaecology and Obstetrics 


French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et Gynécologie de Paris 


Belgian.—Bruxelles-Médical. 
Ttalian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia 


German.—Zeitschrift fiir Geburtshilfe und Gynikologie ; Archiv fiir Gynakologie , 
Zentralblatt fiir Gynikologie; Monatsschrift fiir Geburtshilfe und Gynakologie . 
Miinchener Medizinische Wochenschrift, 


Scandinavian.—Acta Gynecologica Scandinavica. 
South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Bueno: 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 


of this Journal in touch with current work throughout the world. At 


the end of each year it is proposed to print an Index of all the subjects 


contained in the articles of the above journals. Arrangements will also be 


made to include abstracts of important articles on border-line subjects, such 


as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 
London: P. ASHKENASY, M.D., E. FockE, J. R. Forrest, Dorotuy N. L. 
LEVERKUS, M.B., F. E. Tayior, F.R.C.S. 
Leeds: A. GouGH, F.R.C.S. 
Rugby : Ropert A. HENDRY, F.R.C.S. 
Sheffield: W. W. Kinc, F.R.C.S. 
Glasgow: JANE H. FILSHILL, JAMES HENDRY, M.D. 
Sydney : T. FARRANRIDGE, M.B. 


Lancet. 
November 7, 1925. 
The treatment of breast abscess. J. B. Hume. 


*The specific character of malignant neoplasia, with special reference to the 


control of cancer from this standpoint. W. Blair Bell. 
Pre-cancerous states. (Leading Article.) 


. 
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Cancer statistics. J. E. Rush. (Special Article.) 
Conference on maternal mortality. How the midwife can help to reduce 
maternal and infantile mortality. (Special Article.) 

November 21, 1925. 

*Myomectomy as the treatment of election for uterine fibroids. V. Bonney. 

Congenital syphilis. (leading Article.) 

Pre-cancerous states. E. H. Shaw. (Correspondence.) 
November 28, 1925. 

*Lipiodol in the diagnosis of pregnancy. C. Henser. 

Large mesenteric cyst in an infant. C, P. Lapage and J. Morley. 

Myomectomy as the treatment of election for uterine fibroids. R. H. 

Paramore. (Correspondence.) 

The trophoblastic hypothesis of cancer. J. A. Murray. (Correspondence.) 
December 5, 1925. 

*The case for the un-born child. T. W. Eden. 

Ruptured ectopic gestation. E. Knowles. 

Sex glands and endocrine functions. Annotations.) 

Trophoblastic hypothesis of cancer. W. Blair Bell. (Correspondence.) 
December 12, 1925. 

*The case for the unborn child (concluded). T. W. Eden. 

Myomectomy for fibroids. (Annotation.) 
December 19, 1925. 

Malaria and parturition. (Annotations.) 

Air embolism during Fallopian inflation. S. Forsdike. (Correspondence.) 
December 26, 1925. 

Masturbation in young women. A. M. Hutchinson. 

The extrinsic origin of cancer. W. B. Coley. (Correspondence.) 

An appeal for human embryos. J. P. Hill. (Correspondence.) 


The specific character of malignant neoplasia. Blair Bell considers that 
malignant neoplasia is a specific growth process in that it is a reversion on 
the part of the starving cell to the nutriment-seeking proclivities of its 
ancestral type, the chorionic epithelium. 

A comparison between the chemical constitution of different tissues in 
regard to the factors concerned in growth processes demonstrates not only 
that malignant tumours are richer in this respect than the corresponding 
normal structures and innocent neoplasms of the same part, but also that 
the physiologically malignant chorionic villi show even higher values than 
pathologically cancerous tissues. He considers the chorionic epithelium to 
be super-malignant. 

In the search for a substance that will arrest or have a specific lethal 
action on cells which possesses the chemical constitution associated with 
malignancy, only lead has been found. This metal is specifically active in 
regard to the chorionic epithelium, to the cells of cancerous growth, to 
normal embryonic growth, and to mature cells rich in phosphatides. 


Myomectomy as the treatment of election for uterine fibroids. Bonney now re- 
cords a further series of 120 cases of myomectomy for uterine fibroids 
performed during the last three years. The operative mortality was 2.09 per 
cent. Bonney himself was surprised at the freedom from recurrence. He 
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has never had to operate for continuance or reappearance of menorrhagia 
after myomectomy. Menstruation has become normal in periodicity and 
amount, and pregnancy has supervened in several cases. Natural delivery 
has followed even after many tumours have been removed. Healing has 
been so good that Bonney considers that there is probably no tissue in the 
whole body that heals so perfectly as uterine muscle. 

He ascribes the successful removal of so large a number of fibroids from 


the uterus to the clamp which he invented for this operation, and which is 
illustrated in this paper. 


Lipiodol in the diagnosis of pregnancy. Lenser of Buenos Aires diagnoses 
pregnancy before the fourth month by radiography after the intrauterine 
injection of lipiodol. If the injection has been successfully made the radio- 
graph of the uterine cavity filled with lipiodol shows: (1) That the cavity 
is.not well filled if the foetus is more or less developed, the lipiodol pene- 
trating round the foetus. (2) The round shape of the stain with the radio- 
graph of a tube together with the clinical symptoms indicating the 
pregnancy. (3) When the foetus is larger, the liquid penetrates very little, 
in a line more or less curved, and the form of the radiograph of the uterus 
indicates the pregnancy. (4) If the period is missed once or twice, and the 
patient thinks herself pregnant, the injection of lipiodol into the uterine 
cavity may show in triangular shape, and one or both tubes may fill up 
with the liquid. In such a case the radiograph shows that the uterine 
cavity is unoccupied and there is no pregnancy. (5) Every radiograph of 
the uterine cavity must be complete in order to show the neck and cavity 
for a satisfactory diagnosis to be made from it, together with the clinical 
symptoms. (6) The radiograph may thus allow us to diagnose sterility due 
to obstruction of the tubes; for it may be observed that they do not fill or 
fill badly. (7) In cases of pyosalpingitis and old salpingitis a radiograph 
of the tubes can be obtained and the diagnosis confirmed. 

The injection of lipiodol into the uterus is stated not to provoke abortion 
if definite rules are observed. 


The case for the unborn child. In this David Lloyd Roberts lecture delivered 
in Manchester Eden shows how public interest has been behind those 
developments which in the last 25 years have brought down our infant 
mortality from 154 to 75 per 1,000. He now asks to what extent medical 
practitioners are also concerned in the well-being of the child before birth. 
In the past we have considered the fate of the unborn child as lying in the 
hands of two great forces which control development, viz., heredity and 
environment, forces which may well at first sight appear to be beyond our 
control. Heredity we must not stop to consider : environment, on the other 
hand, we should consider carefully, making use of the term in its broadest 
possible significance. In doing so Eden enters a forcible and reasoned plea 
for the furtherance of antenatal care. ¥. E. T. 


British Medical Journal. 
November 7, 1925. 
*The treatment of inoperable cancer of the female pelvic organs :— 
(i.) Radiological treatment. J. Heyman. 
(ii.) General position and treatment. P. P. Cole. 
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(iii.) Organization of a cancer service. M. Donaldson. 
(iv.) Radium treatment in advanced cancer of the cervix. S. Forsdike. 
*Certain cardio-vascular conditions in the pregnancy of normal women. 
D. C. Hare. 
Medical women in medizeval times. C. Singer and R. Roche. (Corres- 
pondence.) 


November 14, 1925. 
Stricture of the vagina: Czesarean section. R. E. Tottenham. 
Pre-cancerous conditions. (Leading Article.) 
The place of the midwife in the maternity service. (General Article.) 


November 21, 1925. 
Full-term multiple pregnancy in a uterus bicornis bicollis. C. L. Houlton. 
Strangulation by umbilical cord. P. Henderson. 
Professor Blair Bell’s treatment of cancer. J. G. Adami. (Correspondence.) 
Pre-cancerous conditions. Sir G. L. Cheatle. (Correspondence.) 


November 28, 1925. 
Operation for extra-uterine gestation. A. C. Gillies. 
*Collosol argentum in septicaemia following abortion. J. Fine. 
The lead treatment of cancer. J. G. Adami. (Correspondence.) 


December 5, 1925. 
*An early symptom of pregnancy. J. W. Tomb. 


December 12, 1925. 
Congenital malformation of spine. E. F. W. Duckell. 
The lead treatment of cancer. C. A. Joll. (Correspondence.) 
Education of the public as to cancer. J. Young. (Correspondence.) 


December 19, 1925. 
Hemorrhage in pregnancy, labour and the puerperium. J. W. Bride. 
*Cyscedema : a peculiar bloating of pregnancy. A. A. Lendon. 
Education of the public as to cancer. C. P. Childe, J. Hall-Edwards, and 
J. A. C. Macewen. (Correspondence.) 
The lead treatment of cancer. W. Blair Bell. (Correspondence.) 
Treatment of puerperal sepsis. E. G. Luker. (Correspondence.) 
December 26, 1925. 
*Backache in women. H. Russell Andrews. 
*Endoscopy of the uterus. H. F. Seymour. 
*Treatment of uterine fibroids by myomectomy. P. L. Giuseppi. 
*Pregnancy complicated by necrotic fibroids. M. Rawlins. 
Puerperal sepsis. R. Coates. (Correspondence.) 
Neosalvarsan in the treatment of puerperal septicaemia. L. Colebrook. 
(Correspondence.) 


The treatment of iroperable cancer of the female pelvic organs. 

(i) This British Medical Association discussion was opened by Heyman 
of Stockholm on radiological treatment. He now uses the Roentgen-ray 
treatment in rare cases only, and has abandoned the combined radium- 
Roentgen-ray treatment, the results being worse than with radium alone. 
He considers that there is scarcely a contraindication to the radium 
treatment of cancer of the organs of the female pelvis. With careful dosing 
even a far advanced cancer in a very cachectic individual may be treated 
without injury to the patient. Only in cases where there is a perforation 
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of the rectum or bladder one might with fair certainty predict that, as a 
rule, not even a palliative result can be obtained. It must be emphasised 
that with radium treatment, just as with surgical treatment, good results 
can be obtained by a close study of the patient, a proper knowledge of the 
limitations of the form of treatment, a carefully planned technique, and 
experience. In the hands of the inexperienced the method involves great 
risk without any possibility of results comparable with those obtained by 
operation. 

(ii) Discussing whether in the cervix malignancy is constantly related 
to the histological nature of the growth, Cole considers it suggestive that 
the best results from radium are obtained in the case of so-called basal- 
celled’ cancers, whilst the highly differentiated epithelial type is very 
resistant and may demand for its eradication with radium a dosage and 
filtration which may devitalize normal tissues and so interfere with their 
reaction as to render abortive attempts to cure. It may be that in this type 
cautery methods will be useful. In the treatment of pelvic extensions and 
invaded glands cceliotomy as a means of attack would appear to merit a 
wider application, and Cole suggests that it is along this line that 
endeavour should be concentrated with promise of success. Alternatively 
the best method of pelvic irradiation to be used along with local measures 
should be determined, 

(iii) Donaldson’s objects are (1) to arouse interest in the treatment of 
patients who until recent times have received very inadequate attention, 
(2) to point out that in radiology we have a very powerful weapon, although 
we do not yet know the best way to use it, and (3) to urge that the medical 
profession should demand that funds should be raised for its complete inves- 
tigation. 

(iv) Forsdike gives the following contra-indications to the use of radium 
for advanced cancer of the cervix : old pelvic peritonitis, virulently infected 
growth, cachectic cases, fistulee, and involvement of bladder and ureters. 

Strachan and Ivens joined in the discussion and Heyman and Cole 
replied. 


Certain cardio-vascular conditions in the pregnancy of normal women. 
Investigating clinically the changes in the circulation in normal pregnancy 
and the response to efficiency tests, Hare found that the rate of the pulse 
whether lying, sitting or standing is normal, as is the response to change 
of position, though in the eighth month there is a slowing of the pulse-rate 
when sitting is compared with lying, which may be associated with the 
position of the uterus and pressure on the diaphragm. The exercise test 
is well performed throughout, but the return of the pulse to the resting 
state after exercise is slower in the earlier months. Blood pressures show 
no tendency to rise with the advance of pregnancy, being throughout on 
the low side of normal. 


Collosol argentum in the treatment of septicemia following abortion. 
Strikingly good results were produced in this case of septicaemia by the 
daily intramuscular injection of 10 cc. of collosol argentum for three days 
when the pulse and temperature became normal. 


An early symptom of pregnancy. Tomb draws attention to the fact that in 
almost every case of pregnancy from the first Week after the first inter- 
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mitted period until the third month the patient experiences a subjective 
sensation of fulness, accompanied by occasional dull aching pain, in the 
labia majora, particularly noticeable in walking or sitting on a firm seat. 
Tomb considers that the phenomenon is due to venous congestion. 


Cysoeedema: a peculiar bloating of pregnancy. J,endon has coined the word 
cyscedema to indicate a peculiar bloating or swelling which is quite distinct, 
on the one hand, from anasarca or ordinary pitting dropsy, and, on the 
other hand, from the solid swellings, such as myxoedema, which it more 
nearly resembles. He has met with the condition in six out of 363 con- 
secutive cases, all primigravidee. 


Backache in women. Andrews discusses the following causes of back- 
ache in women :—Definite disease or injury of some of the tissues of the 
back. Fatigue without abnormal physical signs. Enteroptosis. Abdominal 
tumours. Carcinoma of the uterus. Carcinoma of the rectum. Disease or 
infection of the kidney. Retroversion of the uterus. Prolapse. Chronic 
pelvic inflammation. Coceygodynia. Jumbago. 


Endoscopy of the uterus. Seymour gives a description of a hysteroscope 
and believes that endoscopy of the uterus will prove useful in diagnosing 
the uterine causes of genital bleeding, since it can reveal such lesions as 
glandular hyperplasia of ‘the endometrium, polypi, retained products of 
conception, chorion-epithelioma and carcinoma. A piece of tissue can 
easily be removed for microscopic purposes by direct vision. The diagnostic 
curettage has often been a disappointment, as scrapings do not give the 
pathologist a fair chance. 


The treatment of uterine fibroids. Giuseppi has little doubt that myomec- 
tomy is the correct operation, not for all fibroids, but for a very large 
number for which hysterectomy is now done. It seems reasonable that an 
operation with so low a mortality, which cures the patients’ symptoms in 
so large a proportion of the cases, and which permits of the continuation of 
child-bearing, especially in these days when children are so badly needed 
by the nation, should become the operation of choice in the not distant 
future. 


Pregnancy complicated by necrotic fibroids. A woman five and a half months 
pregnant had two necrotic fibroids removed by myomectomy on account of 
abdominal pain. The patient made an uneventful recovery and was later 
safely delivered of a living full-term child by Caesarean section. 

F. E. T. 


The Biochemical Journal. 


Vol. xix, No. 1, 1925. 
*The influence upon the young of an excessive amount of calcium in the 
mother’s diet during pregnancy. V. Korenchevsky and M. Carr, 
Vol. xix, No. 2, 1925. 


*A comparison of dried and evaporated milks by a dietetic method. G. A, 
Hartwell. 
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Vol. xix, No. 4, 1925. 

*The effect of ultra-violet light on the mineral metabolism of the lactating 
animal. (Preliminary communication.) J. B. Orr, H. E. Magee, and J. 
MacA. Henderson. 

Vol. xix. No. 5, 1925. 

The sexual glands and metabolism. IV. The influence of injections of 
emulsions of testes and prostate and of insulin-like testicular extracts 
upon the nitrogen metabolisin of normal, castrated and thyroidectomized 
rabbits. V. Korenchevsky and M. Carr, 

*Observations upon the preparation and standardization of the ovarian 
hormone. F. Dickens, E. C. Dodds and S. Wright. 


The influence upon the young of an excessive amount of calcium ir the mother’s 
diet during pregnancy. When the mother’s ‘‘ normal ” diet during pregnancy 
was enriched with cod-liver oil and an excess of calcium, there was a marked 
decrease in the disorders of general nutrition and in the rachitic changes in 
the skeleton, produced in the young by a diet deficient in fat-soluble factor, 
even when the mother was also kept on the same insufficient diet during 
lactation. This effect was not produced when the mother’s “ normal ” diet 
during pregnancy contained butter as the only source of fat-soluble factor 
and was enriched by an excess of calcium. 

The authors’ experiments indicated difference between the capability of 
cod-liver oil and butter to enable the animals to utilize an excess of caleium 
present in the diet of the mother-rats during pregnancy. At present it is 
impossible to state whether this difference is of a quantitative or a qualita- 
tive nature owing to the large variations of anti-rachitic factors present in 
milk fat. Provided that the mother-rat’s diet during pregnancy is complete 
in every respect and that the fat-soluble factor is present in the form of 
cod-liver oil an ample amount of calcium is of great importance for the 
young, kept after weaning on the above deficient diet. 


A comparison of dried and evaporated milks by a dietetic method Hartwell 
describes a dietetic method for the comparison of cow’s dried and evaporated 
milks as regards vitamin B content and finds it lower in evaporated than in 
dried and fresh milks. Dried milks were found to vary in their vitamin B 
content, which may be slightly greater or slightly less than that of fresh 
milk. This variation does not run parallel with the method of manufac- 
ture. Dried skim and half-cream milks are not quite so good as the same 
makes in full-cream. 


The effect of ultra-violet light on the mineral metabolism of the lactating 
animal. Irradiation of lactating goats by the carbon are lamp reduced the 
loss of calcium from the body, which was entirely accounted for by decreased 
excretion in the faeces, the urinary excretion remaining practically constant. 
It is suggested, therefore, that irradiation by the carbon are lamp caused an 
increased absorption of calcium from the intestine. 


Observations upon the preparation and standardization of the ovarian hormone. 
Using pigs’ ovaries the authors’ conclusions are that :— 

(1) A physiologically active principle can always be extracted from the 
ovary by means of alcohol, as a number of earlier workers have found. 

(2) The substance is an oil, soluble in alcohol, ether and acetone, and 
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can be obtained free from cholesterol. Experiments are described showing 
its behaviour towards sodium ethoxide on saponification. 

(3) The method of standardization is discussed, together with the general 
physiological properties. 

(4) By means of a series of injections an ovariectomized rat was kept in 
a state of continuous cestrus for a period of 14 days. 

(5) Administration by the mouth proved ineffective. 

(6) The extract was found to have a marked depressor action. 

. (7) It was found that the substance inhibited the blood sugar reducing 

action of insulin. Bo BoE: 


The Veterinary Journal. 
July, 1925. 
*Contagious abortion in ewes. T. J. Bosworth and R. E. Glover. 
The replacement of the everted bovine uterus. L. W. W. Lloyd. 
August, 1925. 

The elucidation of cancer. L. W. Sambon. 
*Dropsy of the uterus in a mare. F. Hopkin. 

September, 1925. 
Tuberculosis and its elimination from our milk supply. F. E. Somer. 
The cult of pure milk. A. Dunbar. 
Examination of milk. E. J. Burndred. 


October, 1925. 
A simple apparatus for the detection of infectious abortion of cattle. LI. 
E. W. Bevan. 
Clean milk : how can the general practitioner aid in its production? G. 
Mayall. 
_ A case of super-foetation (?) R. F. Montgomerie. 


November, 1925. 
Double cervix in a mare. W. E. Armstrong. 
Digital irritation of os uteri in the cow. O. Hinson. 


December, 1925. 
*Artificial fecundation as a zootechnic method. E. Iwanow. 


Contagious abortion in ewes. Bosworth and Glover isolated an organism 
which they consider is a cause of abortion among ewes on an extensive 
scale, but the exact position of this organism can only be determined by 
cross agglutination and absorption methods which have not yet been 
employed. Ewes which become infected do not all abort, and it would 
appear that the organism is likely to cause abortion in ewes exposed to a 
heavy infection during the period of infection. Infected ewes, if introduced 
into clean flocks, might be the means of spreading the infection. 


Dropsy of the uterus ina mare. This appears to be a case of hydramnios 
as approximately 4o gallons of fluid escaped after artificial rupture of the 
membranes in a pregnant mare nine weeks before term. 


Artificial fecundation as a zootechnic method. Artificial fecundation has been 
extensively employed in Russia in horses, horned beasts, pigs, dogs, foxes, 
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fowls and other birds on account of the scarcity of male reproducers capable 
of improving the breed. 300 to 500 mares can be fecundated in one season 
in place of 30 to 50, and the percentage of conceptions and births averaged 
78 to 79 per cent. instead of round 50 per cent. previously observed under 
natural conditions. The spermatic fluid is obtained by placing a sponge 
in the vagina before coitus. The sponge is then removed and soaked in a 
solution of sugar and sodium chloride, which is then introduced into the 
neck of the womb of other females by means of a syringe and an elastic 
catheter with a narrow canal and pointed extremity. F, E. T. 


The Medical Journal of Australia. 
September 19, 1925. 
*Case of pregnancy at full-term in rudimentary horn of the uterus. Con- 
stance E. D’Arcy. 
September 26, 1925. 
*A ruptured appendix in a woman eight months pregnant. P. L. Hipsley. 
October 24, 1925. 
Ceesarean section on account of imperforate anus with the rectum dis- 
charging into the vaginal fourchette. P. L. Hipsley. 


November 7, 1925. 
The physiology and signs and symptoms of the toxzemias of pregnancy. 
J. Leon Jona. 
November 14, 1925. 
*Indications for interference during pregnancy. R. N. Warn. 
December 12, 1925. 


Gleanings from midwifery practice. A. A. Lendon. 
Modern developments in obstetrics. R. F. Matters. 


Case of pregnancy at full term in rudimentary horn of the uterus. The patient, 
whose history is here recorded, furnished the first instance of a full-time 
ectopic pregnancy operated upon in the Royal Hospital for Women, Sydney. 
She had an entirely uneventful pregnancy until just about expected full- 
time, when vaginal bleeding without pain commenced. This continued for 
three weeks, and on admission by abdominal palpation and vaginal explora- 
tion a diagnosis of ectopic gestation was made, and operation decided upon. 
The sac, containing a macerated foetus weighing 3.4 kilograms and 55 centi- 
metres in length, was found non-adherent in the abdominal cavity, and 
obviously had its origin in a rudimentary horn attached to the left cornu 
by a pedicle like an ovarian cfst with a broad base. The problem of 
its removal and that of the placenta was therefore comparatively easy. 
There was a rudimentary horn on the opposite side too, and fertilization 
must have taken place through a patent tube, subsequently sealed over by 
a partial tubal abortion. The patient made an uneventful recovery. 


A ruptured appendix in a woman eight months pregnant. As a result of the 
case reported herewith, it is concluded that the mortality associated with 
rupture of the appendix during the last two months of pregnancy is very 
high, owing to the almost inevitable setting in of labour with the desimina- 
tion of peritonitis. The opinion is given that the best treatment would be 
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to remove the appendix at o1ee and later on when labour begins to remove 
the uterus with the foetus intact or to treat the uterus as in the Porro 
Ceesarean section operation, and to drain the pouch of Douglas. 


Indications for interference during pregnancy. The complications that arise 
during pregnancy afflicting the mother, the child or both in such a manner 
as to endanger their lives, are many, and the indications of danger, and the 
appropriate means of overcoming these perils are well set out in this article. 
T. FARRANRIDGE. 


The Medical Journal of South Africa. 


Vol. xxi, No. 3, October, 1925. 
*Vulvo-vaginitis in children. A. R. Fraser. 


Vulvo-vaginitis in children. Fraser demonstrated the gonococcus in the 
vulva and vagina in 54 and in the rectum in 59 out of 63 cases of vulvo- 
vaginitis in children, whose average age was 4.7 years. On six occasions 
the gonococcus was demonstrated in the rectum when it was negative in 
the vagina. The average duration of treatment was 12.9 weeks, and three 
cases subsequently relapsed. The only complication was one case of 
peritonitis. Investigation of the origin of the disease proved unsatisfactory. 

F. E. T. 


Surgery, Gynzcology and Obstetrics. 


Vol. xli, No. 6, December, 1925. 
*Ovarian grafting. W. Blair Bell. 
Congenital stricture of the ureter; report of four cases. H. L. Kretschmer. 
A new and simple repair of ruptured or strictured ureters. L.L. McArthur. 
*An analysis of wound union in 3,000 abdominal incisions. B. H. Goff. 
Bladder neoplasms; brief series from Department of Urology, Royal 
Victoria Hospital, Montreal. D. W. Mackenzie. 
*The cancer cell and nature’s defensive mechanism. W. C. MacCarty. 
Primary pneumococcus peritonitis in children. A. H. Montgomery. 
*Results in surgery of the uterus and adnexa. E. H. Pool and E. M. 
Hawks. 
*Levator cervicis uteri. F. G. Du Bose. 
Right ureteral obstruction due to short caecal mesentery. T. N. Hepburn. 
On sterilization of edged instruments. (Correspondence.) F. Lahey and 
R. L. Mason. 
Vol. xlii, No. 1, January, 1926. 
*The Bell-Beuttner operation with ovarian conservation or grafting. W. 
Blair Bell. 
“Chronic pelvic infections. A. H. Curtis. 
Tumours of the urachus; with reports of seven cases. F. W. Rankin and 
B. Parker. 
*Extra-uterine pregnancy at full-term. J. M. H. Rowland. 
*An experimental study of rupture of the uterus. J. E. Lackner. 
“Some comments on the teaching and practice of obstetrics. W. G, Lee. 
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*Roentgenographic diagnosis in gynecology : pneumoperitoneum. I. F. 
Stein. 

*Ruptured cornual pregnancy. J. L. Grove. 

A new blood transfusion apparatus. D. McLellan. 

The hard lot of the cancer patient. R. C. Coffey. 


Ovarian grafting. In ovarian grafting Blair Bell implants the graft into 
the rectus muscle. To secure a functional result the procedure should 
always be autoplastic, the patient’s own ovarian tissue being transplanted. 
Homoplastic grafting with ovarian tissue from another woman is rarely 
effectual, and heterotopic ovarian implantation with tissue from an animal 
is useless. From an experience of about 200 cases of ovarian grafting in 
the last ten years he considers that the question of the employment of 
ovarian grafting in preference to the so-called ‘“‘ clean sweep ”’ is no longer 
open to discussion, and ovarian transplantation is a procedure no scientific 
gynecological surgeon can afford to neglect. It only remains for us to 
select the proper cases, and endeavour so to perfect the technique that in 
the future we may prophesy, even more definitely than we can to-day, a 
successful result. 


An analysis of wound union. Goff made an analysis of the wound union in 
3,000 abdominal incisions based on the Woman’s Hospital Classification of 
wound and wound union from which he draws the following conclusions :— 

(1) If correct standards are rigidly applied in the recording of wound 
union, faulty union in abdominal incisions, made and closed by standard 
methods, constitutes the commonest post-operative complication in abdo- 
minal surgery. : 

(2) The most important predisposing causes of faulty wound union in 
order of importance are absorbable suture material (catgut), trauma and 
poor technique. 

(3) The principal exciting cause of faulty wound union is infection. 

(4) In the series of cases studied, the average incidence of faulty wound 
union from all causes in clean abdominal incisions closed by absorbable 
suture material has been 12.1 per cent., while in clean incisions closed by 
non-absorbable suture material it has been 4.3 per cent. 

(5) The average incidence of infection in clean abdominal incisions 
closed by absorbable suture materials has been 10 per cent., while in clean 
incisions closed by non-absorbable suture material it has been 4o per cent. 

(6) The average incidence of faulty wound union from all causes in 
contaminated abdominal incisions closed by absorbable suture material has 
been 83.5 per cent., while in contaminated incisions closed by non-absorbable 
suture material it has been 70.0 per cent. 

(7) The average incidence of infection in contaminated abdominal 
incisions closed by absorbable suture material has been 41.1 per cent., while 
in contaminated incisions closed by non-absorbable suture material it has 
been 37.7 per cent. 

(8) With the methods available at the present time the incidence of 
faulty wound union from all causes should not exceed 5 per cent. in clean 
incisions, and 70 per cent, (including drainage as a cause of faulty wound 
union) in contamiated incisions. 

(9) A comprehensive classification of wound union will take into con- 


sideration not only infection as a cause of faulty wound union but all other 
causes as well, 
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The cancer cell and Nature’s defensive mechanism. From this elaborate study 
of the cancer cell MacCarty’s conclusions are :— 

(1) The cancer cell is an entity which can e recognized in the majority 
of instances by those who are trained in the study of fresh cells. 

(2) Cellular differentiation furnishes one definite factor upon which to 
furmulate a prognosis. It is not the only factor. 

(3) Lymphocytic infiltration, fibrosis and hyalization apparently play a 
very great réle in the human body’s defence against cancer. 

(4) All neoplasmata may be divided into three definite groups each of 
which has definite clinical significance. 

(5) All these facts aiding in the early diagnosis of cancer are of great 
value to patients ; when used by trained individuals, they allow early appre- 
hension of lesions which are too small to be recognized clinically or grossly. 


Results in surgery of the uterus and adnexa. Pool and Hawks present an 
analysis of results obtained in surgery of the uterus and adnexa during a 
period of ten years in the Second Surgical Division of the New York 
Hospital. 

Fibromyomata. From a study of the 221 cases of fibromyoma of the 
uterus, they conclude that the following procedures are indicated : (1) X-ray 
treatment according to the rules of Clark of Philadelphia. (2) Myomectomy 
in young women when feasible. (3) In general supra-vaginal rather than 
complete hysterectomy. (4) Round ligaments ordinarily should not be 
attached to the cervix under tension. (5) One or both ovaries should be 
left, preferably with their tubes. 

Carcinoma of uterus. There were 45 cases of carcinoma of the uterus. 
The analysis of the authors’ operative results and the observation of the 
results of radium treatment in the hands of others has led them to advise 
radium rather than operation for carcinoma of the cervix except in very 
early cases. 

Retroversion. There were 159 operative cases in this group, and it was 
found that the Gilliam operation had given the best results—go1 per cent. 
good anatomically and 64 per cent. good symptomatically. 

Salpingitis. There were 87 cases of acute and 221 cases of chronic 
salpingitis. The authors consider that (1) Hysterectomy gives a relatively 
high mortality, and this radical procedure should in general be avoided. 
(2) Preservation of the uterus rarely causes symptoms. (3) It is important 
that one or both ovaries be conserved, and conservation of the ovaries rarely 
occasions trouble. (4) Careful follow-up should lead to the recognition of 
complications at an early date. 

Tuberculous salpingitis. There were 19 cases of tuberculous salpingitis. 
If left these cases would presumably develop into generalized tuberculous 
peritonitis. Early removal of affected tubes seems to promise well for the 
limitation of the local process. There is no reason to believe that the 
tuberculous process begins simultaneously in both tubes, but there is a 
tendency for both tubes to become involved. While it is not mandatory to 
remove the apparently unaffected tube, it is probably safer to do so, 
although all features of the case must be weighed carefully in the decision. 

Ectopic gestation. There were 93 cases of ectopic gestation. When the 
patient is in collapse the authors’ practice has been to operate as soon as 
possible. Morphine is administered, and fluids are withheld until the 
heemorrhage has been controlled. Their low mortality, 1 in 24 cases, 
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indicates that active haemorrhages should be arrested with the least possible 
delay. 

Ovarian cysts and tumours. There were 230 cases of ovarian cyst and 
tumour. Conservative treatment of follicular and corpus luteum cysts was 
found satisfactory. Irrespective of the type of cyst it is advisable to 
remove both ovaries when true epithelial papillze are found on one side. 


Levator cervicis uteri. Du Bose draws attention to this structure which 
is the female prototype of the levator prostate in the male. This muscle 
arises from the os pubis, with the pubo-rectalis, follows its course backward 
and internal to it along the sides of the vagina converging over the anterior 
vaginal fornix and anterior surface of the cervix, and is inserted into the 
anterior surface of the cervix at the isthmus and fuses into the median 
aponeurotic raphé with the fibres of the opposite side. This median raphé 
is a strong fibrous band extending throughout the middle portion of the 
utero-vestical attachment. On either side of this median raphé the con- 
nexion between the uterus and the bladder is of loose connective tissue. 
The median attachment is dense and firmly adherent and holds the base of 
the bladder in a longitudinal line firmly attached to the cervix uteri. The 
fibrous band of attachment between the bladder and the uterus begins 
approximately one centimetre below the isthmus portio supra-vaginalis, 
and extends downward and below on the vagina at its reflexion on the 
cervix and between the vesico-vaginal attachment. 

Three excellent drawings are appended showing this muscle and its 
relation to the surrounding structures. 


The Bell-Beuttner operation with ovarian conservation or grafting Blair Bell 
considers that the preservation of the genital functions, even though con- 
ception be impossible, is a surgical ideal to which we should strive to attain, 
whenever operations on the female genitalia may be necessary. By the 
Bell-Beuttner operation, combined with ovarian retention or grafting, it is 
possible to obtain highly satisfactory results (90 per cent. of successes) in 
a type of lesion which has usually been considered amenable only to 
eradicative measures. Somewhat better results are obtained if an ovary 
can be retained, but this is only possible in about 15 per cent. of all cases 
in which this operation is indicated. 


Chronic pelvic infections. Curtis’s conclusions, based on deductions resul- 
tant from a combined clinical and laboratory study, are as follows :— 

(1) Operations by the vaginal route, upon patients with chronic purulent 
leucorrhcea, introduces an increased risk of post-operative streptococcic 
pelvic peritonitis. 

(2) The endometrium of the body of the uterus is nearly always free 
from bacteria. Supra-vaginal hysterectomy is therefore ordinarily a clean 
surgical procedure. 

(3) Mild infection of the endometrium is relatively frequent after 
diagnostic curettage. Hysterectomy should preferably be performed at 
the time of curettage or postponed until subsidence of the inflammatory 
reaction. 

(4) Operation upon Fallopian tubes for eradication of gonorrhoeal infec- 
tion is not often indicated because the infection tends to disappear if 
patients are isolated from consorts who are carriers of disease. Surgery 
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should usually be long delayed and reserved chiefly for sequela, such as 
adhesions, menstrual disturbances and sterility. 


Extra-uterine pregnancy at full term Rowland records a successful case of 
extra-uterine pregnancy at full term. The child, which weighed §$ pounds, 
was delivered by laparotomy, and when the sac had been emptied it was 
found that the placenta could be removed entire by removal of the uterus 
at the same time. This was done and the patient made a good recovery. 


An experimental study of rupture of the uterus. Lackner found that the 
pressure required to rupture the uteri of goats is not affected by the type 
of the incision or the character of the catgut employed. 


Some comments on the teaching and practice of obstetrics. I.ee calls attention 
to the fact that at Cook County Hospital patients are received in every 
stage of labour, so that the number of neglected cases forms a considerable 
factor in the operative results, the procedures on the whole being decidedly 
conservative and the indications for major operations definite and valid. 


Rentgenographic diagnosis in gynecology: pneumoperitoneum Stein concludes 
that :— 

(1) Roentgenography after gas inflation of the abdomen is of material 
aid in gynecological diagnosis. 

(2) It is not a routine measure, the usual gynecological examination 
sufficing ordinarily. 

(3) In obese, unco-operative, ignorant or mentally deficient women it 
may be the only means of accurate diagnosis before operation. 

(4) Its value lies not alone in positive evidences but also negatively in 
allaying suspicion of pregnancy or pelvic lesions with few palpatory find- 
ings. As a matter of record it has great value. 

(5) It is a safe measure—no accidents occurring in the author’s 150 cases 
(Peterson’s over 300). Two accidents per 1,000 are reported in the literature 
(Colicz). 

(6) The uterus, ovaries and Fallopian tubes, round ligaments, and 
bladder can be depicted on the X-ray film by a careful technique. 

(7) Pelvic pathology is graphically shown by silhouetting the viscera on 
the film after surrounding them with gas. Tumours are readily differen- 
tiated. 

(8) Carbon dioxide is preferred to air or oxygen because of more rapid 
absorption. All three gases are safe. 

(9) The transuterine route is preferable when the Rubin test proves the 
tubes permeable. The latter procedure is of distinct value in sterility, both 
diagnostically and therapeutically. 

In the author’s hands the Roentgenogram was in some instances the 
sole means of accurate diagnosis. In others it was the deciding factor in 
settling differences of opinion. In still another group it portrayed normal 
pelvic viscera when history and opinion indicated otherwise and proved of 
great value as a matter of record. 


Ruptured cornual pregnancy. Grove records a case of ruptured cornual 
pregnancy, discusses cornual pregnancy and gives the literature. 
F. E. T. 
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The Journal of the American Medical Association, 
Vol. 85, No. 19, November 7, 1925. 
*Control of uterine haemorrhage by the Roentgen ray. W. S. Newcomet. 
Vol. &5, No. 20, November 14, 1925. 
*The female sex hormone. II. An analysis of facts producing puberty. 
R. T. Frank, H. M. Kingery and R. G,. Gustavson. 3 
Views in the study of cancer. (Editorial.) 


Vol. 85, No. 21, November 21, 1925. 
Fifty years of progress in the treatment of gonorrhoea. V. G. Vecki. 
*The action of pituitary extract on the uterus. M. P. Rucker. 
Vol. 85, No. 22, November 28, 1925. 
*The surgical treatment of varicose veins in the female pelvis. L. A. Emge. 
*The problem of malignancy. A. E. Barclay. 
: Vol. 85, No. 23, December 5, 1925. 
Milk mixtures in infant feeding. (Editorial.) 
Vol. 85, No. 23, December 12, 1925. 
“Obstetric paralysis : eleven hundred cases. J. W. Sever. 
*Birth injuries requiring orthopaedic treatments. S. W. Boorstein. 


Vol. 85, No. 25, December 19, 1925. 
*Heematoma occurring spontaneously in sheath of rectus abdominis muscle : 
a consideration of its gynecologic and obstetric significance. C. Cuth- 
bertson. 


Control of uterine hemorrhage by the Rentgent ray. Newcomet emphasizes 
the fact that uterine hemorrhage from general systemic or local benign 
origin, of many different forms, can be controlled by a rather mild Roentgen 
irradiation of such dosage as to leave no perceptible change of the skin over 
the pelvis, which is used as the portal of entrance. In those cases in which 
a larger amount of irradiation is desired, a larger number of ports of entry 
should be used. If this mild irradiation fails, heavy irradiation will also 
fail. In some instances it is possible to control the bleeding without 
causing a cessation of menstruation. This result, however, is not always 
obtainable, and in women nearing the menopause, the control of bleeding 
is likely to lead to a permanent cessation of menstruation. 


The female sex hormone: an analysis of factors producing puberty The authors 
thus summarize their results :— 

(1) Injection of the female hormone into immature female white rats in 
from three to five days causes opening of the canal and cestrual phenomena 
(pubertas praecox), without the occurrence of ovulation. 

(2) After a further interval of from five to seven days, the artificially 
produced puberty may be followed by spontaneous regular cyclical pheno- 
mena consequent to follicle ripening and ovulation. 

(3) If the threshold of puberty is once crossed, sexual maturity may be 
maintained spontaneously in immature rats. 

(4) These findings indicate that puberty results from the elaboration, in 
sufficient amount, of the female sex hormone, and that the advent of puberty 
is not due to the removal of an inhibitory influence, such as might be 
exerted by one or more of the glands of internal secretion such as the 
thymus or the perineal. 
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The action of pituitary extract on the uterus. Rucker points out that pitui- 
tary extract never causes uterine contractions with periods of rest between, 
but always a continuous series of contractions with increase in intra-uterine 
pressure. Even a very small dose may cause an incomplete tetanus of the 
uterus. Rucker considers that if the action of pituitary extract were more 
generally understood, there would be no need of so much discussion as to 
its place in the practice of obstetrics. 


The surgical] treatment of varicose veins of the female pelvis. Emge of San 
Francisco shows that the vast majority of varicose veins of the female pelvis 
are a direct result of damage to the fibro-elastic suspensorium, only a small 
portion being the result of lesions in the walls of the venous channels. 
Since the fibro-elastic suspensorium is intimately attached to the pelvic 
peritoneum which covers the basal ligaments, increasing traction on the 
pelvic peritoneum will procure normal control of the veins. This traction 
is obtained by shortening the sacro-uterine and associated ligaments, and is 
aided by a round ligament transplantation. 

The permanence of this procedure in regard to anatomical and functional 
results has been established by inspection and by the freedom from symp- 
toms from one to seven years after operation, and also after childbirth. 
Resection of veins is ordinarily unnecessary and should be confined to 
varicosities that are the direct result of inflammatory lesions of the pelvic 
vessels, 


The problem of malignancy. Barclay considers that the only cases in which 
we can hope for cure are those in which we have a radio-sensitive growth, 
an absence of the underlying cause and complete extirpation, either by 
operation or by radiation, or by a combination of the two. If, however, the 
growth is radio-insensitive, the chances of life are not increased by radia- 
tion and are diminished if radiations are carried to the extent of interfering 
with the natural resistance of the tissues. 


Obstetric paralysis. Jever reports on eleven hundred cases treated in the 
neurological and orthopzedic clinics of the Boston Children’s Hospital. He 
states that if we can get our babies early, we can in a great many instances 
prevent later operations, that is, on the upper arm types, and we can give 
them fairly good functional arms, with the exception of the ability to 
supinate normally. In old cases in which there has been no treatment, 
operation is almost invariably necessary. Children should be treated 
under the eyes of a physician and trained masseur or nurse, and not left 
under the parents’ care. 

The treatment is, in every condition occurring in babyhood, to be begun 
immediately and should be carried out faithfully for years, and, except in 
the whole arm type of paralysis, a fairly good functional arm can be hoped 
for. Arms, when first seen, should never be put in a sling or a Velpeau 
bandage, but should be either left entirely free with the arm pinned, or 
should be put on a splint. 


Birth injuries requiring orthopedic treatments. 
(1) Many permanent injuries are traced to parturitional trauma. 


(2) Many of these injuries can be diagnosed at birth if careful examina- 
tion is made. 
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_ (3) The obstetrican or the general practitioner should acquaint himself 
with the proper methods of prompt diagnosis so that early treatment can 
be instituted where necessary. If he himself cannot diagnose the case he 
should consult the orthopzedic surgeon. 

(4) The spastic cases should be treated at once even when we are in 
doubt whether the mental condition of the child will ever be normal. One 
cannot foretell how much mental recovery will be obtained. 

(5) The armamentarium of the obstetrical service in the hospital should 
include the braces or even splints necessary for immediate attention in 
these cases. 

(6) Cases of intracranial injury are treated by a double Thomas abduc- 
tion frame with arm attachments. 

(7) Obstetrical brachial paralysis is best treated by a plaster or an 
abduction splint keeping the arm in abduction and outward rotation. Later 
massage and exercises are instituted. 

(8) Fractures of the femur and the humerus are treated with a small 
Thomas Jones splint. 

(9) Fractures of the spine are treated by means of a Brodford frame. 

(10) Torticollis is prevented by a felt collar round the neck. 


Hematoma occurring spontaneously in sheath of rectus abdominus muscle. In 
discussing the gynzecological and obstetric significance of this condition, 
Cuthbertson reports two cases and collects forty-one other cases from the 
literature, of whom twelve were pregnant or recently delivered at the time 
of the rupture, while fifteen had had children. A consideration of the cases 
shows that rectus heematoma bears a strong resemblance, symptomatically, 
to intraperitoneal or pelvic disease. Thus, in six cases the diagnosis was 
appendicitis, in seven, ovarian cyst with twisted pedicle ; in two appendicitis 
or ovarian cyst; in two, ovarian tumour, and in two, gall bladder disease. 
In three cases the pre-operative diagnosis was not stated. In one case each 
the condition was thought to be mesenteric embolism, intraperitoneal 
disease, intestinal obstruction, abdominal hernia, desmoid tumour and 
ectopic pregnancy. In only three cases was rectus heematoma diagnosed, 
and in only two others was it suspected. 

The treatinent is conservative if the haematoma is small. If the accumu- 
lation of blood is large enough to require evacuation, if it has become 


infected, or if it has ruptured into the peritoneal cavity, operative interven- 
tion is indicated. F. E. T. 


The Journal of Experimental Medicine. 
Vol. xlii, No. 2, August 1, 1925. 
“Effect of pre-puberty castration on subsequent cancer implantation. J. B. 
Murphy and E. Sturm. 
*An experimental study of the relation of the ovary to fat embolism. M. T. 
Burrows and C. G. Johnston. 
Vol. xlii, No. 4, October 1, 1925. 
*Experimental rickets in rabbits. H. Goldblatt and A. R. Moritz. 
*Bacteriophage tests on the meconium of aborted foetuses. 
Vol. xlii, No. 6, December 1, 1925. 
*Studies in experimental rickets. I. The occurrence of rickets in young 


rabbits born of mothers infected with schistosomun japonicum. R. 
Kawamura and Y. Kasama. 


E. S. Sanderson. 
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Effect of prepuberty castration on subsequent cancer implantation. Male and 
female mice castrated during the first seven weeks of life and implanted 
with cancer at later periods show a resistance definitely higher than do 
intact animals of the same age. This increased refractiveness is evident at 
three months after the operation, but is more pronounced at eight months 
to a year. Even castration in early adult life seems to increase the refrac- 
tory state to later cancer,inoculation. On the other hand, adult mice 
inoculated within a week after castration, show slight if any evidence of 
increased resistance. 


An experimental study of the relation of the ovary to fat metabolism. The 
controlling influence of the ovary on cyclic changes in the uterus and 
breasts has been fully appreciated for many years. It is also known that 
the ovary is concerned with the metabolism of fat in the body, and the 
authors have investigated the action of the Allen-Doisy hormone isolated 
from the follicular fluid of the ovaries of the pig, in the digestion of fat in 
the tissues. From their observations they conclude that there is little doubt 
that the follicular fluid of the ovary contains an active growth-stimulating 
substance capable of initiating an active digestion of a foreign fat which 
might otherwise remain unabsorbed for an indefinite time in the tissues. 


Experimental rickets in rabbits. Goldblatt and Moritz produced rickets 
experimentally in rabbits by the administration of diets deficient in the 
anti-rachitic organic factor and phosphorus but with a high calcium con- 
tent. Cod liver oil added to these rickets-producing diets prevented the 
development of rickets in rabbits. 


Bacteriophage tests on the meconium of aborted fetuses. The theory that tissue 
cells are the source of bacteriophage was objected to by d’Herelle on the 
grounds that bacteriophage in the intestinal contents could penetrate the 
intestinal mucosa and migrate throughout the body and that any demons- 
tration of its presence within the body fluids was in accordance with this 
phenomenon. Sanderson sought to overcome this objection by using 
tissues which had been exposed to but a single organism—Bacillus abortus. 
Filtrates of meconium from six aborted bovine foetuses were tested against 
several strains of Bacillus abortus, but no evidence of a lytic principle could 
be demonstrated. Neither could it be shown that they contained a sub- 
stance which would initiate lysis when tested against numerous strains of 
bovine colon bacilli. 


Studies in experimental rickets. The observations of Kawamura and 
Kasama show that young rabbits born of mothers afflicted with Schistoso- 
mum japonicum develop typical rickets. Rickets can also be produced by 
infecting young healthy rabbits with the same parasite. The toxin of 
Schistosoma may disturb the calcium and phosphorus metabolism of bone, 
especially during the period of vigorous growth. Or it may exhaust some 
element important in the calcium and phosphorus metabolism, such as 
vitamin A or D. The fact that exhaustion of the antirachitic factor in the 
mother causes rickets in the young, as shown by Grant in 1924, and that 
certain low grade infections can exhaust vitamin B, as shown by Wedge- 
wood in 1924, is in line with this conception. F. E.. T. 
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La Gynécologie. 
October, 1925. 
*Abdominal ligamentopexy with free portions of the round ligaments. P. 

Petit-Dutaillis. 
*Pregnancy associated with myoma (complications and treatment). Forget- 
Urion. 
November, 1925. 
*The endocrine factor in gynecological physiology. P. Petit-Dutaillis. 
December, 1925. 
*The endocrine factor in gynecological physiology (concluded). P. Petit- 
Dutaillis. 


Abdominal ligamentopexy with free portions of the round ligaments. In the 
operation as usually performed by the method of Doléris (Gilliam) there is 
some risk of the Fallopian tube being dragged through the hole in the 
abdominal wall. This may lead to sterility, tubal pregnancy, or pyo- 
salpinx if there has been a latent infection. To avoid these risks the 
present operation has been devised. The round ligaments are divided 
8 cms. from the uterus and separated from the broad ligament as far as the 
uterine cornua. The cut edges of peritoneum are sutured. The free portions 
of the round ligaments are then fixed to the abdominal wall. The author 
recognizes that the risk of intestinal obstruction still remains. 


Pregnancy associated with myoma (complications and treatment). It is 
suggested that these cases have been more frequent since the war, on 
account of the number of delayed marriages. Small tumours are common 
and relatively harmless. Large tumours are uncommon, but they give rise 
in more than half the cases to complications needing surgical intervention. 
In the presence of a myoma causing no trouble the ‘ surgical reflex ’’ is to 
be avoided ; but on the other hand, in the presence of complications, active 
treatment is indicated, except in a few cases in which viability may be 
awaited. 

Over 150 references are given to papers on this subject published in the 
French literature during the past six years. 


The endocrine factor in gynecological physiology. The key-note of this com- 
prehensive article is the idea that the sexual complex is dominated by the 
ovum, both while it remains in the Graafian follicle and after its migration 
to the uterus in pregnancy. The corpus luteum is relegated to a very 
subordinate position. 

An introductory section deals with the individual and social life of the 
animal cell. Individual cell-life consists of internal metabolic changes ; 
social life is brought about by the agency of the hormones. The author 
believes that in opotherapy a truly specific action is produced only on the 
homologous gland, and a much less specific effect on other organs. Thus, 
substitutive organotherapy for deficient glands, unless by grafts, is largely 
a myth. It may, however, be feasible in conditions of over-activity, as in 
Graves’s disease, in which milligramme doses of thyroid substance may 
induce a more healthy action in the patient’s thyroid. 

The histology of the ovary is described. From the cellular standpoint 
the ovary comprises two classes of cells, the granulosa cell which becomes 
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luteinic, and the thecal cell which becomes para-luteinic. From the 
glandular standpoint there are four classes; the primordial follicle, the 
mature follicle, the corpus luteum and the thecal gland (cystic or atretic). 

In the first period of sexual life, before puberty, the ovum controls the 
development of the primary organs (the ovarian gland and the genital tract), 
the secondary gland (the mamma), and perhaps even the entire female 
organism (accessory sexual characters). Grafting experiments with the 
male and female sexual glands show that one is powerless in the other’s 
domain unless after castration—hence the futility of administering testicular 
products to women. A certain minimal quantity of the sexual gland is 
necessary ; thus in a man at least one-sixteenth of the testicles is needed to 
preserve the masculine characters; in a woman, a rather larger proportion 
of the ovaries is necessary. This is important in conservative surgery or 
in transplantations. 

In the second period of sexual life, from puberty to the menopause, the 
recurrent cycles of functional activity are related to the development of the 
ovum. Animal experiments show the extreme potency of the liquor folliculi 
in inducing the phenomenon of the cestrus, and Petit-Dutaillis believes that 
this liquid is furnished with active principles by the ovum. According to 
Schickelé, rupture of the Graafian follicle may occur at any period between 
the menses. The perfect regularity of the sexual cycle found in animals is 
not found in woman, because in the human, especially under civilized 
conditions, sexual practices have departed very far from Nature. Inter- 
menstrual pain may be due to the rupture of the Graafian follicle, which 
may also cause intra-peritoneal hzemorrhage. 

Menstruation is the result of the death of the ovum, which leads to the 
retrogression of all the organs which have taken part in the sexual cycle— 
ovary, endometrium and the entire endocrine system. The hormones, 
accumulated in preparation for pregnancy, cause a state of auto-intoxication, 
indicated by lowered coagulability of the blood and by vaso-motor changes, 
so leading to the escape of blood from the endometrium. Exceptionally, 
the same effect may be produced in other mucous membranes in a state of 
lowered resistance (vicarious menstruation). In primates a special arrange- 
ment of the uterine muscle fibres helps to cause stasis in the superficial 
capillaries. The ovary plays an indispensable réle in menstruation, but it 
does not act by the intermediary of the nervous system, as is shown by the 
successful results of grafting. Menstruation does not depend on the corpus 
luteum, for there is no concordance between its state and that of the uterine 
mucosa. From the endocrine standpoint the uterus and the ovary constitute 
an indissoluble combination—the removal of one leads to atrophy or 
dystrophy of the other. 

In pregnancy the trophic and functional stimuli come from the fertilized 
and developing ovum, the thecal glands and corpus luteum being merely 
stores of special aliments, especially lipoids, for the use of the ovum. The 
decidual reaction of the endometrium may be absolutely limited to the zone 
of implantation of:the ovum, showing a local action and not a distant 
trophic action from the ovary. The great development of the corpus luteum 
of pregnancy depends on stimuli received from the ovum, for if the latter is 

removed the corpus luteum atrephies. The ovaries may be removed after 
the eighth week of pregnancy, and sometimes even before, without the 
production of abortion: it is concluded that the corpus luteum has a 
nutritive influence on the uterus and its contents up to the eighth week, 
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after which its place may be taken by other organs, such as the adrenals. 

The endometrial glands furnish a secretion which nourishes the ovum 
and spermatozoa up to the time of their union and the implantation of the 
fertilized ovum. 

The placenta stimulates the development of the mammary glands, while 
inhibiting the secretion of milk. The influence of the uterus and ovary is 
probably slight. 

A considerable section is devoted to the relations of the non-sexual 
endocrine glands with the sexual system of the female, their co-operations 
and antagonisms. The thyroid is of special interest to gynzecologists 
because of its influence on the development of the genital organs, and 
because of its therapeutic uses: in the treatment of amenorrhoea and dys- 
menorrhcea thyroid extracts are more active than ovarian extracts. 

The last period of sexual life is a period of involution following the 
cessation of ovarian activity. At the menopause there is a general dis- 
turbance of the equilibrium of the endocrino-sympathetic system, many of 
the symptoms being due to over-activity of the suprarenals. A. GouGH. 


Gynécologie et Obstétrique 
Vol. xii, No. 1, 1925. 
The réle of the placenta in the maternal economy. Schickelé. 
*Operative procedure of vaginal hysterectomy. Peritonization by means of 
the broad ligaments with ligature of their vessels. A. Chueco. 
*The differential diagnosis between peritoneal flooding and acute appendi- 
citis. L. Bonnet. 
Acute peritoneal varieties of tuberculous appendage infection. A. Ricard 
and Lecomte. 
*On a case of obstetrical paralysis of the radial nerve. E. Petersen. 
“Diabetes, pregnancy and insulin. Henneterg and Bickel. 
Sterility of tubal origin. Douay. 


- Vol. xii, No, 1925. 
Reports presented to the Fourth Congress of the Association of French- 
speaking Gynecologists and Obstetricians. 
*Biological action of the corpus luteum and of the ‘‘ interstitial gland ”’ of 
the ovary. G. Schickelé. 
*The indications for pelviotomy. G. Rossier. 
Pelviotomy, choice of method. Le Lorier, 


Vol. xii, No. 3, 1925. 
*Reports presented to the Fourth Congress of the Association of French- 
speaking Gynzecologists and Obstetricians. 
Intra-ligamentary inclusions. Forgue and Crousse. 


Vol. xii, No. 4, 1925. 
Fourth Congress of the Association of French-speaking Gynecologists and 
Obstetricians. 
Opening remarks by M. Murot, President of the Association, by Prof. 
Roger, Doyen of the Faculty of Medicine of Paris, by A. Siredey, 
President of the Congress, and Secretary’s report. 
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Discussion of reports and communications (on the biological action of the 
corpus luteum). 

Cysts of the corpus luteum and their clinical importance. R. Keller. 

Disturbances of menstruation apart from ovarian influences. Kreis. 

Chemical researches on the cholesterin content of the corpus luteum. 
Girardin. 

General discussion by Brouha (Liége), Keiffer (Brussels), Chatillon 
(Geneva), Béclére (Paris), and Watrin (Liege). 

General discussion on broad ligament inclusions by M. Begouin (Bordeau), 
Aubert (Geneva), Hartmann (Paris), Béclére (Paris), R. Dupont (Paris), 
Vanverts (Lille), Delageniére (Mons), Violet (Lyons), Beuttner (Geneva) 
and Schickelé. 

General discussion on pelviotomy by Hamm (Strasbourg), Schickelé (Stras- 
bourg), Couvelaire (Paris), Brindeau (Paris), Cathalu (Paris), Sebrechts 
(Bruges), Hauch (Copenhagen), Fournier (Amiens), Mestre (Cordova), 
Hernandz (Havana), and Bar (Paris). 

The general trend of the discussion may be summed up as unfavourable 
to pelviotomy, and that the indications for this operation are strictly 
limited. 

High Ceesarean operation, entirely extra-peritoneal. J. Kouwer. 

X-ray treatment of uterine fibroids. Beéclére. 

Concludes that ‘“‘ In the treatment of fibroids, apart from relatively rare 
conditions which imperatively demand surgical intervention, Roentgeno- 
therapy is the treatment of election, which almost always cures, without 
danger, without pain, without risk to life or customary occupation.” This 
conclusion is based on over 1,000 cases. 

Treatment of cancer of the cervix uteri by external foci of radium : tech- 
nique and first results. Ferroux, Monod and Regaud. 

Results of technique of Roentgenotherapy of cancer of the cervix uteri. 
Coutard and Regaud. 

Treatment of cancer of the cervix uteri by radiation. Statistics of the 
Radium Institute of Paris for the years 1919—1923. Present state of 
therapeutic indications. Regaud, Lacassagne, Roux-Berger, Coutard, 
Monod, Pierquin and Richard. 

Chorionepithelioma : spontaneous perforation of the uterus, subtotal hys- 
terectomy, immediate recurrence treated by X-rays and then by radium. 
Cure. Siredey, Brocq, Monod, Richard. 

Epithelioma of the cervix and radium. Begouin. 


Vol. xii, No. 5, 1925. 

Association of French-speaking Gynecologists and Obstetricians, Fourth 
Congress. 

Session for radium and Roentgenotherapy (continued). 

Radium treatment of cancer and of fibroids : statistics. J. Gagey. 

Radio-surgery of cancers of the vulva. Delporte and Cohen. 

Fifteen years of radium-therapy in cancer of the uterus; statistics of 325 
cases. Oppert. 

Radium-therapy in cancer of the cervix and pregnancy. de Nabias. 

Radium-therapy of cancer of the cervix. Proust. 

A case of abnormal tolerance to trauma of the pregnant uterus. Chaton. 

Concerning the possibility of favourable mechanical influences of preg- 
nancy on pulmonary tuberculosis. Parisot, Simonin and Vermelin. 
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Study of the normal interstitial portion of the Fallopian tube. Daniel. 

The difficulty of therapeutic abortion. Fruhinsholz. 

A rare case of tubal gestation. G. Rossier, 

Treatment of intractable vomiting of pregnancy. Henrotay. 

Varieties of pregnancy toxzemias due to pure or predominant acidosis. 
A. Turenne. 

Some unknowns in uterine physiology. Keiffer. 

Artificial anatomical preparations for the teaching of obstetrics and gyne- 
cology. de Seigneux. 

Skeleton of foetus with periosteal dysplasia (vel osteogenesis imperfecta, 
vel chondrodystrophia hyperplastica). Durante, Thoyer-Rozat and 
Vaudescal. 

The adenomyomata of the uterus and ovaries (endometriomyomata). 
Violet and Michon. 

On the treatment of so-called ‘‘ essential dysmenorrheoeas ”’ by stretching 
or section of the hypogastric nerves in the base of the broad ligament 

and on the sides of the rectum. Violet. 


Operative procedure of vaginal hysterectomy: Peritonization by means of the 
broad ligaments with ligature of their vessels. This method would be, in many 
cases, difficult of performance and, as it involves a continuous suture applied 
over forceps and tightening subsequent to their removal, would be liable 
to slip in some cases. The chief claim seems to be that no stumps are left 
beyond the usual ligatures but, as in the illustrations there are stumps of 
the uterine and of the butt end of tube and its vessel and of the round 
ligament, this claim seems extravagant. 


Differential diagnosis between peritoneal flooding and acute appendicitis. An 
ectopic is described where the diagnosis of appendicitis was reached. 
Twelve pages are occupied with discussion of (1) general symptoms, 
(2) ‘‘ functional”? symptoms (pain, evolution, haemorrhage, peritoneal syn- 
drome, tenesmus), (3) physical signs, and (4) treatment. 


On a case of obstetrical paralysis of the radial nerve. The author considers 
the differentiation between a congenital paralysis due to amniotic bands, 
etc., and an obstetrical paralysis. He decides that his case comes under 
the latter heading ; he remarks on the rarity of the radial nerve alone being 
implicated and the difficulty of accounting for the exact manner in which 
the nerve has been compressed. Delivery was effected easily with forceps 
(delayed labour with slow dilatation) and no undue difficulty with the 
extraction of the arms. 


Diabetes, pregnancy and insulin. The writers comment on the rarity of 
pregnancy in true diabetes and on the hitherto grave prognosis for mother 
(50 per cent. mortality within a few months) and infant (even worse than 
for the mother). They relate a case, and although the infant was stillborn 
believe that insulin holds out great hopes for the cases seen in the future. 


Biological action of the corpus luteum and of the “‘ interstitial gland” of the 
ovary. A very lengthy article (70 pages) with an extensive bibliography 
giving the Association’s views on the mutual relationships and antagonisms 
of the maturing follicle, the atretic follicle (glande thécale or interstitial 
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gland) and the corpus luteum. The conclusions reached are vague, and 
even where an opinion is expressed as to the significance of certain asso- 
ciated phenomena in lower animals it is stated that such significance does 
not necessarily apply to the genus homo. 


The indications for pelviotomy. An interesting historical article; the 

majority of obstetricians who have taken the operation up with enthusiasm 
- seem almost invariably to have cooled off in their allegiance. Briefly the 
indications include in certain circumstances: conjugata vera between 
8—10.5 cm.; disproportion due to over-size of foetus in a normal pelvis; 
slow dilatation after rupture of membranes; the head being held up by 
minor contraction ; irregular head presentations. Pyrexia is not a contra- 
indication nor is primigravidity. 


Report of the IVth Congress of the Association of French-speaking Gynacologists 
and Obstetricians. This report begins with an historical survey. The subject 
is considered under four sections. The first deals with intra-ligamentary 
tumours in general, their anatomical relations and developments and the 
mutual interference with neighbouring structures. Part two deals with the 
different varieties of broad ligament tumours and sets out with a tabulation 
into (a) those developing primarily in the broad ligament ; (b) those develop- 
ing in neighbouring or included organs and growing out into the broad 
ligament, and (c) intra-ligamentary ectopics and chorionepitheliomata. 
These are then considered individually. The third part concerns the 
diagnosis and the fourth part covers the treatment, opening with the remark 
that in spite of the most careful examinations, one must expect, in opera- 
tions for inclusions, unforeseen incidents. The Association emphasize the 
necessity of emptying the bladder and starting the incision high up; they 
also suggest as a preliminary in some cases ureteral catheterization. 

R. A. HENDRY. 


Bulletin de la Société d’Obstétrique et de Gynécologie de 
Paris, etc. 
No. §, 1925. 
SOC. D’OBST. ET DE GYN. DE BORDEAUX. 
*On a case of unrecognized uterine rupture. (Specimen.) Balard and 
Mangé. 
On a case of galactocele. Bardon and Piéchaud. 
Twin pregnancy; expulsion at two months of one foetus and at term of a 
well-developed infant. Hautechaud. 
Large malignant ovarian tumour in a girl aged 18}, simulating an infec- 
tive peritonitis. Guyot and Princetot. 
*Three cases of delayed post-hzemorrhagic accidents (collapse). Forget- 
Urion. 
Large molluscum pendulous from the labium majus. Bardon. 
Face presentation with multiple prolapses (two legs, one arm ; dead twins). 
Anderodias and Magnant. 
Chordoma of broad ligament in process of necrobiosis. Bégouin, 
Uterine tuberculosis (specimen). Bégouin. 
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REUNION. OBSTETRICALE DE LYON. 

A case of inversion of the uterus. Rhenter and Bansillon. 

Contracted pelvis and cervico-vaginal scars—incisions in the cervix. 
Spontaneous delivery. Eparviér. 

*A case of vaginal thrombus. Rhenter. 

*A case of toxeemia of pregnancy fatal at the seventh month. Rhenter and 
Pigeaud. 

A case of hypertrophy of thymus in a neonate. Commandeur and Puig. 

Cystic degeneration of ovarian débris after total castration. Villard, 
Michon and Creyssel. 

Two cases of placenta previa treated by hysterectomy (i.e., Caesarean 

section). Pujol. 


REUNION OBST. ET GYN. DE MONTPELLIER. 

Obstetrical history of a uterus with multiple large fibroids, formerly 
treated by X-rays. Gaujoux. 

Prolapse of cord and Czesarean section. Leon Vallois. 

Papillary cysts of the utero-vaginal portion of the Wolffian duct. Tédénat. 

Heemorrhagic pachysalpingitis. de Rouville and Modon. 

Induction of premature labour in a woman previously Cesarean sectioned. 
L. Vallois. 

Cervical fibroid obstructing labour. Gaujoux and Cabonat. 

Rupture of tubal pregnancy at seventh month. Vallois, Delmas and 
Roume. 

Congenital aplastic stenosis of the cervix. P. Delmas. 


REUNION OBST. ET GYN. DE NANCY. 

“Acute hepatic insufficiency and death early in the puerperium. Vermelin, 
Levy and Hartemann. 

Ovarian seminoma. Hamant and Cornil. 

Unilateral pyocolpos. Vautrin and Guillemin. 

Heemorrhage in an inclusion cyst of the ovary (parovarian ?) Heully. 
Extra-uterine gestation rupturing soon after a uterine abortion. Peritoneal 
flooding. Operation. Cure. Michel and Vermelin. 
Concerning tuberculous heredity. Simonin and Vermelin. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 

Concerning low Caesarean section. Fleurent. 

Concerning the treatment of (female) sterility and of dysmenorrhcea by 
the intra-uterine tube. Hamm. 

Meningo-myelocele in a neonate; successful operation. R. Keller. 

Contracture of the internal os and placenta preevia. Burger. 


SOC. D’OBST. ET DE GYN. DE TOULOUSE. 


Two cases of pregnancy complicated by fibroids; different treatments 
required ; good results. Ferré. , 

Supplementary axillary pseudo-mamme. Ferré. 

A case of tetanus after laparotomy. Audebert. 

Kxtensive burn in an eclamptic rapidly cured by Ollier’s method of dermo- 

epidermic grafting. Chatellier and Galy-Gasparron, 
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Hepatic suppuration of probably amoebic origin in a woman about five 
months’ pregnant. Galy-Gasparron. 

Syndactyly in both feet and congenital absence of right middle finger. 

Audebert and Rascol, 


On a case of unrecognized uterine rupture. Primigravida with pelvic contrac- 
tion and some commencing utetine totiicity admitted after repeated forceps 
failures. As the infant was living craniotomy was not resorted to although 
the chance of survival was small. Difficult forceps extraction : artificial 
removal of placenta and search for tears in uterus; tione wete found. Death 
24 hours later. No peritoneal reaction ; a vertical clean tear 2 em. long was 
found in the upper part of the lower uterine segment; the liver and spleen 
were riddled with miliary abscesses. Beyond their presence no details are 
given of these miliary abscesses. 

The author’s statements are rather contradictory; in one place they 
state that there was no time for the peritoneum to react to the infection, 
and in another that the virulent infectioti set tip the abscesses. Miliary 
tuberculosis does not seem to have been considered. 


Three cases of delayed post-hemorrhagic accidents. One case was fatal; the 
other two recovered. The Association ascribes these attacks of syncope to 
the use of ergotine which (1) raises the vascular tension and (2) slows the 
heart; the slowing persists much longer than the increase of tension with 
resultant syncope when this latter passes off. 


A case of vaginal thrombus. A large haematoma undet the lateral wall of 
the vagina, cothmencing half an hour after spontaneous easy labour in a 
ii-para. The hematoma did not extend into the perineum nor upwards to 
the cellular tissue. 


A case of toxemia of pregnancy fatal at the seventh month. An unsatisfactory 
report ; the case was only in hospital for a few days and died on the way 
home. No autopsy obtained. Suggestive of pyelo-nephritis. 


Acute hepatic iiisifficiency and death early in the puerperium. A primi- 
gravida at term, admitted with raised temperature and pulse-rate after 
forceps failure and early rupture of membranes. Hydrocephalus, cranio- 
tomy and easy delivery. Collapse and death 18 houts after labout. 
Autopsy: liver large, 2.5 kilos, and haemorrhagic with areas of fatty 
degeneration ; kidneys “‘ subacute nephritis.”” The liver lesion is described 
as resembling an eclamptic liver with marked fatty degeneration. In the 
absetice of any bacteriological investigation it is difficult to exclitde actite 
sepsis. 


No. 7, 1925. 

*Two cases of severe vomiting of pregnaticy treated by Henrotay’s thethod. 
Le Lorier. 

*A case of cotiplex dystocia, treated successfully by Ceesarean section with 
temporary extetiorization of the utetits. Palacios-Costa. 

A case of congenital hypertropliy of the bladder. A. J. Powilewicz and 
P. Nicolaesco. 

*Contribution to the study of variations of agglutination of the whole blood 
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of the mother and the foetus, tested by the same standard sera, and their 
relations with physiological icterus neonatorum. Briand and Spindler. 

Cesarean section 24 hours after rupture of membranes and after forceps 
failure. Subcutaneous fixation of uterus. Localized infection Late 
reintegration of uterus. Oulié. 


*A case of supernumerary ovary. Swynghedauw and Houcke. 
Two cases of pregnancy after Dartigne’s operation. H. Paucot. 


REUNION OBST. ET GYN. DE NANCY. 
A case of (osteo-periosteal) graft in a case of sympheotomized pelvis with 
secondary genital prolapse. Vautrin. 


Addisonian suprarenal syndrome in connexion with the puerperium. 
(Published in full in Gyn. et Obst.) Fruhinsholz. 


Fracture of the humerus with radial paralysis in a neonate. Binet and 
Remy. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
Concerning Le Fort’s operation. Ch. Meyer. 


Large fibroid undergoing spontaneous enucleation per vaginam. R. Keller. 
Gangrenous perforation of a diverticulum of the sigmoid. Reeb. 


SOC. D’OBST. ET DE GYN. DE TOULOUSE. 

Pelvic peritonitis secondary to the abuse of laminaria tents. Pelvic 
abscess opening into the bladder. Cure. J. Martin. 

Hydrocephalus and spina bifida. Audebert and Gay. 

Cysts of the left ovary and parovarium. Tourneux and Sorel. 

Torsion of a parovarian cyst. Dambrin and Bernardheig. 

Pyometra simulating a general fever, caused by epithelioma of the body. 
Dambrin and Bernardheig. 

*Ovarian cyst and pregnancy. Complications after two successive preg- 
nancies. TLaurentie. 

Severe albuminuria resisting treatment by milk and by water. Premature 
labour. Mother and infant both surviving. Laurentie. 

Large ‘‘ cold abscess ”’ (tuberculous) of ovary. Laurentie. 

Triple torsion of the pedicle of an ovarian cyst with axial torsion and 
elongation of the uterine body. Mériél and Baillat. 

Spontaneous amputation of a hydrosalpinx a sequel after torsion of the 
pedicle and grafting of the tubo-ovarian segment on the peritoneum. 
Mériél and Ginesty. 

Multiple fibroids of the uterus and repeated abortion. Mériel. 

Intra-uterine fracture of a forceps blade causing incomplete rupture of the 
lower uterine segment. Audebert and Rascol. 

* Tiverticulo-tubal ”’ ectopic gestation : anatomical pathological account. 
F, Fournier and Ch.-L. Faure. 

Varicose phlebitis and repeated emboli in the puerperium. Audebert and 
Galy-Gasparron. 

Three observations of isthmial fibroids. Dambrin and Bernardheig. 

Abdominal ectopic at term: operation after death of the foetus : complete 
extirpation of the sac. Cure. A. Grosse. ; 

Necrobiotic fibroid; prolapse of cord; Czesarean operation followed by 
hysterectomy, living infant, Maternal cure, A. Grosse, 
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Uterine fibroid and pregnancy. Abortion at five months. Suppuration of 
fibroid. Subtotal hysterectomy. Cure. A. Grosse. 


REUNION OBST. DE LiLLE. 

Discussion on Mickulicz tampon drainage. 

Perforation of the anterior fornix and anterior uterine wall during 
attempted abortion. Expulsion of the embryo, digital curettage through 
the perforation. Cure. Vauverts. 

Concerning small inflammatory peritoneal cysts simulating genital tuber- 
culosis. Swynghedauw and Houcke. 


Two cases of severe vomiting of pregnancy treated by Henrotay’s method. 
Chloral 8-9 grams daily per rectum with saline by “ drip’? method; the 
amount being such as may be necessary to make the patient somnolent. 


A case of complex dystocia treated successfully by Cesarean section with 
temporary exteriorization of the uterus. Very slight flattening of pelvis, face 
presentation with prolapse of hand and pulsating cord. The uterine inci- 
sion sloughed and required secondary suture. One cannot escape the 
conviction that a version might have replaced a ‘‘ surgical triumph.” 


Contribution to the study of variations of agglutination of the whole blood 
of the mother and the foetus, tested by the same standard sera, and their relations 
with physiolog’cal icterus neonatorum. In 91 mothers three changes of group 
are noted—errors of technique ?—during usual stay in hospital. In 92 
infants changes of group in 39; of these 35 showed some jaundice for several 
days, i.e., 89.5 per cent.; whereas jaundice was noted in only 34 per cent. of 
the controls formed by the infants whose blood-group remained constant. 


A case of supernumerary ovary. Ovary containing corpus luteum, c. albi- 
cans and oocytes; the whole comprising a mass about the size of a cherry, 
attached to the back of the left broad ligament about two centimetres from 
the normally situate left ovary; there was no band connecting the two 


ovaries, and the author considers it to be a true supernumerary accessory 
ovary. 


Ovarian cyst and pregnancy. Complications after two successive pregnancies. 
Suppuration in or about the cyst in the puerperium of a ii-para. Laparo- 
tomy and drainage; non-return of patient for removal of cyst. After her 
next confinement rapid increase in abdomen suggested malignancy; at 


operation ascites and simple cystodenoma (removed). Uterus and other 
ovary normal. 


“ Diverticulo-tubal’’ ectopic gestation: Anatomical and pathological account. 
An ectopic clinically resembled the isthmial fulminating type; sections are 
reproduced showing the clot and villi distinct from the lumen of the tube; 
the tube resembles the condition known as salpingitis isthmica nodosa, and 
the authors suggest that the ovum has lodged in one of the diverticula; no 
statement is made that serial sections have been examined confirming this 
and excluding the possibility of primary implantation in the main lumen 
with subsequent extension or rupture beyond this. R. A, HeNnpRy. 
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Bruxelles Médical. 


No. 13, January 13, 1925. 
Congenital generalized cedema of the new-born. 
Cauwenbérghe. 


Contribution to the study of obstetrical anaesthesia by somnifen. A. 
Weymeersch, A. Poulin, and J. L. Wodon. 


Goormachtich and van 


No. 16, February 15, 1925. 
On painless labour. E. Ledoux. 
No. 18, March 1, 1925. 
Double uterus, cervix and vagina; pregnancy in the right uterus ; Cesarean 
section. M. Cheval. 
No. 20, March 15, 1925. 
*The mechanism of spontaneous retrogression of uterine fibromyomata 
during and after pregnancy. H. Keiffer. 
*Three cases of large fibromyomata of the cervix. R. Crousse. 


No. 21, March 22, 1925. 
Ceesarean section in a suspected case: drainage a la Mikulicz: recovery. 
A. Weymeersch, A. Poulain and J. L. Wodon. 
No. 23, April 5, 1925. 
*A case tuburlar hermaphroditism. A. Bech. 
No. 25, April 19, 1925. 
*A case of pregnancy unrecognized until term. R. Beckers. 
*Spinal anzesthesia in obstetrics. R. Vaudescal. 
Nos. 26—27, May 3, 1925. 
Remarks on 868 uterine fibromas. H. Hartmann. 
Biliary lithiasis and the puerperium. Schockaert. 
Torsion of a left hamatosalpinx simulating a ruptured tubal pregnancy. 
L. Mayer. 
A case of dystocia following cauterization. I. Devraigne and Seguy. 
Pregnancy in a fibromatous uterus. Hysterectomy. L. Devraigne and 
Seguy. 
A rare case of locking in twin pregnancy. M. Cheval. 
No. 30, May 24, 1925. 
Indications for drainage in abdominal hysterectomy for uterine fibromata. 
P. Moure. 
No. 33, June 14, 1925. 
Considerations on necrobiosis of uterine fibromatg. Rouffart-Thiriar. 
*Tubo-abdominal pregnancy. A. Weymeersch. 
A case of thoracopagus : Czesarean section. Bollie. 
No. 37, July 12, 1925. 
On the extraordinary evolution of an interstitial pregnancy until three 
and a half months : late operation. G. Laloux and H. Keiffer. 
No. 38, July 19, 1925. 
The digestive troubles of pregnant women. A. Weymeersch. 
No. 39, July 26, 1925. 
Contribution to the study of the diagnosis and treatment of soft chancre. 
P. B. Ledecq. 
Double ovariectomy for bilateral dermoid cyst with a two and a half 
months’ pregnancy : appendicectomy : labour at term. J. IL. Henrotay. 
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No. 42, August 16, 1925. 

Study of the practical teaching of obstetrics in the United States and on 
the Organization of districts attached to the American Maternities. R. 
Poncelet. 

No. 52, October 25, 1925. 
Gynecological examination and bimanual palpation. R. Pollart. 
No. 3, November 15, 1925. 
A case of vesicular mole. L. Mayer. 
No. 5, November 29, 1925. 
Treatment of incoercible vomiting of pregnancy. J. L. Henrotay. 
Troubles of the menopause in an amenorrhoic. M. Cheval. 
No. 8, December 20, 1925. 
*On Curietherapy of cancer of the cervix. J. L. Henrotay. 
No. 7, December 13, 1925. 
On pelvic neuralgias in women. E. Hauch. 


The mechanism of spontaneous retrogression of uterine fibromyomata during and 
after pregnancy. Keiffer considers that the diminution or disappearance of 
uterine tumours observed during the course of or after pregnancy, is the 
result of a complex degenerative mechanism wherein are associated sclerosis 
and hyaline, mucous, hydropic and vascular degeneration with lipolysis. 


Three cases of iarge fibromata of the cervix. According to Crousse tumours 
of the neck of the uterus have generally a clamant symptomatology, and 
that the accidents which they cause often necessitate their ablation at a 
relatively short period in the advancement of their development. The three 
tumours which he here records, however, escape this general rule, and their 
insidious development permitted them to attain a really exceptional volume. 


A case of tubular hermaphroditism. In operating for cryptorchism in a 
boy of 13 years, in whom the genitals appeared normal externally, it was 
found on opening the inguinal canal that the internal genitals appeared to 
be feminine : two genital glands, a uterus, two Fallopian tubes and large 
right and left ligaments. Histological examination showed that the genital 
glands were typical testicles, and that the tubes and uterus were of normal 
construction. The epididymis was found on each side under the tubes and 
appeared to have no connexion with the testicles. 


A case of pregnancy unrecognized until term. Beckers records the case of a 
married woman aged 30 years who had had three children, in whom preg- 
nancy was carried to full term, without the mother having any knowledge 
of the condition. Menstruation had been regular and painless throughout. 


Spinal anesthesia in obstetrics. Beckers describes the technique of spinal 
anesthesia and points out that in obstetrics, as in surgery, this procedure 
has certain indications that can no longer be ignored, as well as advantages 
that it is necessary to make the best of. 


Indications for drainage in abdominal hysterectomy for uterine . fibromata. 
Abdominal hysterectomy for fibroma is never an aseptic operation for 
section of the cervix or vagina constitutes a septic procedure, the virulence 
of which the operator is ignorant. Systematic bacteriological examination 
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of the uterine and vaginal secretions might furnish precise indications for 
the necessity or the inutility of drainage. 


Considerations on necrobiosis of uterine fibromata. Aseptic gangrene or ne- 
crobiosis is a complication of fibromata which is often disregarded. It 
occurs chiefly in interstitial subperitoneal fibromata, being much more 
rarely encountered in submucous fibromata. 


Tubo-abdominal pregnancy. When in an extra-uterine pregnancy the 


placenta contracts adhesions, either primarily or secondarily, outside the 
tube, hzemostasis of the placental region may be. rendered difficult and 
necessitate plugging. In Weymeersch’s case the accidents caused by 
persistent and aggravated anaemia after operation was combatted by blood 
transfusion which seemed also to act as a hemostatic. 


‘On curietherapy of cancer of the cervix. During curietherapy of cancer of 
the cervix intoxication may be produced by radium leading to a fatal issue. 


F. E. T. 


Archiv fir Gynakologie. 
May 23, 1925. 

Pathoiogy and treatment of post-partum haemorrhages. W. Stoeckel. 

Causes of post-partum heemorrhage. F. Kermanauer. 

*Leucorrhcea. R. T. von Jaschke. 

*Leucorrhoea. C. Menge. 


September 9g, 1925. 

Cartilage in fundus of uterus. H. O. Neumann. 

Giant cells in uterine cancer. W. Schiller. 

*Ovarian function, blood ions and the vegetative system. Schultze. 

*Water metabolism in pregnancy. H. Runge and R. Kessler. 

*Sequelee of Caesarean section. E. Klaften and L. Bodnar. 

*The site of the placenta and the shape of the uterus. R. Demme. 

*Action of thyroglobulin in pregnancy. A. Mahmert. 

*Blood volume in pregnancy. P. Bohnen and K. Boermann. 

*Painless labour in hypnosis. U. Franke. 

*Changes in the circulation from the menopause and castrat:on. E,. Strass- 
mann. 

Vaccine treatment of ascending gonorrhcea in women. P. Schumacher and 
H. Kliewe. 

Sperm and artificial fecundation. M. Mettenleiter. 


October 14, 1925. 
*Metabolism after milk injections. W. Butorno. 
The “ germinal path” in man. §. Kohno. 
Duration of pregnancy. W. Poten and W. Baettcher,. 
Spontaneous and provoked ovulation. W. Hofstatter 
Blood and glycemia tests in women. E. Frey. 
Angioplastic tumours of vagina. A. Seitz. 
Adenomyosis of uterus. I. Kitai. 
*Metabolism in pregnancy. E. Klaften and L. Stecher. 
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Tuberlar adenoma of ovary and hermaphroditism. H. O. Neumann. 
Polyp of female urethra. H. R. Schmidt. 

Proliferations of blood vessels and lymphatics. R. Meyer. 
"Diagnosis of univitelline origin and twins. H. W. Siemens. 
“Ovaries and blood calcium. A. Heyn and K. Haase. 

Brow presentation. H. Martins. 

Accessory mammary glands and nipples. O. Johns. 


Leucorrhea. (i) yon Jaschke states that the seat of the discharge may 
indicate the cause. Hypersecretion may result from a primary disturbance 
of the affected part or from disturbances higher in the genital tract. 
Vaginal discharge may be due to defects in the vaginal wall, to patho- 
logical flora or to changes in reaction. Vaginal douches for cleanliness 
may produce irritation by acting as foreign bodies. Leucorrhcea is often 
the most important sign of genital inflammation such as gonorrhcea or 
oxyuriasis. Cervical discharge is usually inflammatory, most commonly 
gonorrhceal. Uterine discharge is less frequent but of greater clinical 
significance, resulting from severe purulent endometritis, with or without 
pyometra, and from cancer and tubercle of the uterine mucosa. Sympto- 
matic treatment is often harmful. Vaginal discharge should be treated 
locally only after exclusion of a cervical or uterine source. Where an extra- 
genital cause is overlooked local treatment is ineffective. Psychogenic 
cases which do not respond to the personality of the gynecologist should 
be transferred to the psychiatrist. Mild astringents, such as alum, alumium 
acetate or zinc sulphate, may be employed. A solution of soda is useful 
in cases with pronounced mucoid secretion. The ethylchloride spray, as 
recommended by Landecker, may be used. If this does not suffice, irriga- 
tion with 0.5 per cent. lactic acid solution may be tried. Salomon had good 
immediate results with irrigations of raw skim milk. The ultimate results, 
however, were not satisfactory. 

(ii) Menge points out the importance of genital hypersecretion caused 
primarily by extragenital disturbances. In the leucorrhcea of virgins local 
treatment is strictly contraindicated. A pronounced yellow discharge 
which develops from a white one suggests some external irritation such as 
masturbation. An outdoor life is recommended for a white discharge; and 
baths are recommended. Mineral mud baths give good results in general 
hypoplastic conditions with hypersecretion, occurring with oligomenorrhcea. 
For the obese also mineral water may be recommended. Sun baths are 
preferred in menorrhagic conditions, the traditional four weeks’ course 
being usually insufficient. The combined administration of calcium salts 
is especially useful in under-nourished aneemic patients. Erosions of the 
vaginal wall yield best to silver nitrate, followed by astringent vaginal 
douches. 


Ovarian function, blood ions and the vegetative system. Schulze found defi- 
nite relationships between ovarian function and the amount of potassium 
and calcium in the serum. This, he considers, would indicate some action 
of the corpus luteum on the sympathetic. Without this action a pre- 
dominance of the vagus might result, with a consequent alteration of the 
ratio between the ions. This would be particularly the case in the amenor- 
rhoea of young girls. In some of these cases the potassium content was as 
low as 14 mg. per 100 ce, of serum, An increase of calcium is less common. 
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The diminution of the potassium in the serum appears to be associated with 
an increase in the concentration of the ion in the tissues. 


Water metabolism in pregnancy. Using the method of Schade and Claussen 
the osmotic pressure of the plasma colloids was measured in pregnancy 
and the puerperium by Runge and Kessler, and they compared their find- 
ings with the refraction and viscosity of the plasma. They found that at 
the commencement of pregnancy there is a rise in the osmotic pressure of 
the plasma colloids, but gradually falls after the fourth month, rises again 
suddenly during labour and again falls in the early days of the puerperium. 
The protein concentration of the plasma showed parallel changes, while the 
specific viscosity varies in the opposite sense. 


The site of the placenta and the shape of the uterus. Demme describes a 
characteristic flattening of one side and a convexity of the opposite side of 
the uterus, visible through the abdominal wall. When the back of the 
foetus occupies the convexity a coiling of the umbil-cal cord is to be looked 
for. Demme considers the mechanism of this condition together with the 
site of the placenta. 


Action of thyroglobulin in pregnancy. As the result of the intravenous 
injection of iodine-thyroglobulin in pregnant women, Mahnert found that 
cases with cedema showed diuresis with increased elimination of uric acid, 
urea and chlorides, and the blood cholesterol was diminished in amount. 


Blood volume in pregnancy. Using Griesbach’s Congo-red method Bohnen 
and Borrmann found that in normal controls the blood volume was 6.4 per 
cent. of the body-weight. The figures were 7.7 and 7 per cent. in the first 
and second half of pregnancy respectively. They ascribe the decrease in 
the latter half of pregnancy to the increase in weight. 


Painless labour in hypnos:s. The technique of obstetric hypnosis is de- 
scribed by Franke. Before amnesia is procured several preliminary 
hypnoses are required. He recommends a combination of hypnosis in 
labour with the administration of chloroform. The results are influenced 
by the behaviour and example of the other patients. Franke obtained 
complete success with absolute amnesia in 80 per cent. of cases. 


Changes in the circulation from the menopause and castration. Strassmann 
found an increased blood pressure in women at the menopause and those 
with uterine myomata, sometimes leading to cardiac enlargement. The 
blood pressure is lowered by frequent haemorrhages. Surgical castration in 
menstruating women causes a fall of blood pressure followed by a rise, 
while it produces no permanent influence in the menopause. Roentgen 
amenorrhoea after an ovarian dose produces no increase in tension, but the 
deep irradiation in malignant disease raises the blood pressure and enlarges 
the heart. 


Metabolism after milk injections. Butorno found that in normal dogs and 
in those which were infected but showed no increased elimination of 
nitrogen and phosphorus the parenteral injection of milk produced an 
increased elimination of these substances. Where the azoturia and phos- 
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phaturia were increased as the result of infection, milk injections reduced 
them. A favourable prognosis was given by patients in whom protein 
treatment produced a diminished elimination of nitrogen and phosphates, 
and the opposite was the case where increased elimination was produced. 


Metabolism in pregnancy. In youthful and in elderly primigravidee as well 
as in cases of dropsy and the kidney disease of pregnancy, Klaften and 
Stecher found a low specific dynamic action in their metabolism. 


Diagnosis of univitelline twins. According to Siemens the history of twin 
delivery is unreliable. Even where case-records were kept the condition 
had not been examined sufficiently. The chorion is more important than 
the placenta. The presence of separate membrancs does not disprove the 
possibility of a univitelline origin. Only 33 per cent. were of different sex, 
as against 50 per cent. if all were bivitelline. The percentage of different 
sex in all twin pregnancies shows that 25 to 33 per cent. should be uni- 
vitelline. This, together with a careful examination of the twins, points 
to the probability of the occurrence of univitelline twins with separate 
membranes. 


Ovaries and blood calcium. Heyn and Haase found grave functional 
amenorrhcea to be associated with high serum calcium figures, whilst in 
the first year after castration low figures were found. They consider that 
these findings cannot be explained by any direct action of the ovaries on 
the blood calcium. F. E. T. 


Zeitschrift fir Geburtshilfe und Gynakologie. 


Band 88, Heft 3, April, 1925. 

*Attempts to isolate the interstitial gland in the ovary, with special 
reference to the transplantation of Roentgenized ovaries. A. Biedl, H. 
Peters and R. Hofstatter. 

*A series of extra-uterine pregnancies. F. Stamm. 

Are growths developing in the female urethra of inflammatory or neo- 
plastic origin? H. R. Schmidt. 

*The subcutaneous symphysiotomy of Frank. Franz Klee. 

Clinical and pathological observations in women who have had direct 
blood transfusion performed by Oehlecker’s method. P. Schumacher. 

A case of Lithopzedian. Krauss. 

The origin and prevention of icterus neonatorum. Alfred Greil. 

Blood pictures and the differential blood count in gynecology. Kurt 
Sommer. 

*The arrest of uterine haemorrhage by clamping the parametrium with 
double-toothed vulsellum forceps. Max Henkel. 

*The formation and importance of the capsule of fibromyomata. L. Fraenkel. 


Attempts to isolate the interstitial gland in the ovary, with special reference 
to the transplantation of Roentgenized ovaries. The authors report an extra- 
ordinary large series of experiments made in attempting to isolate the 
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interstitial gland of the ovary. They attempted to destroy the other portions 
of the ovarian tissue by various means; for example, by injecting ovarian 
extracts, by removal of the uterus, by cauterizing the visible corpora lutea, 
by freezing the ovary with ethyl chloride, and by exposing the ovaries to 
X-rays. 

Injection of extracts of corpora lutea and of the fluid obtained from 
Graafian follicles seemed to make little difference to the structure of the 
ovary, apart from a temporary hypereemia. Removal of the uterus in most 
cases caused a gradual atrophy of the whole ovary. Where the corpora 
lutea were cauterized, the observations on pregnant animals were most 
interesting. When this operation was performed up to the eighth day of 
pregnancy practically all the animals aborted; but from that time onwards 
there was little interference with pregnancy. Again, at the very end of 
pregnancy, there was a tendency to miscarry after such interference. In 
none of the cases was there any appreciable increase in the interstitial gland 
tissue. Where the ovaries were frozen exactly similar results were obtained. 
The effect of X-rays varied considerably, according to the strength of the | 
dose and the number of applications; and the object aimed at was not to 
destroy the follicular tissue completely and yet to prevent the regeneration 
of follicles. The universal effect of X-rays was to cause atrophy of the 
reproductive organs, and particularly of the ovaries. In many cases the 
follicular tissue was destroyed, while the interstitial tissue remained intact 
for a certain length of time but was certainly not increased in amount. As 
those results were still inconclusive, the authors then proceeded to trans- 
plant ovaries from animals which had been exposed to X-rays into other 
animals which, in some cases, had their own ovaries removed at the same 
operation. A series of observations are first recorded of the effects of 
transplantation of ordinary ovarian tissue. The authors find that even after 
a long period there are still traces of follicular tissue in the transplanted 
organs. They explain the contrary observations of Marshall, Jolly and 
McIlroy on the ground that these authors have mistaken degenerated 
follicles for interstitial tissue. When X-rayed ovaries are transplanted 
into mature animals, they disappear even more quickly than transplanted 
normal ovaries. Where the mature animal is castrated at the operation, 
the transplanted ovaries persist a little longer. The same experiments in 
young animals have a more marked effect on the reproductive organs than 
in mature animals, causing, to begin with, hypereemia of the uterus, but 
very soon all the usual atrophic changes appear. Those X-rayed ovaries 
are unable to prevent the atrophic changes in the reproductive organs in 
castrated animals. In pregnant animals up to about the seventh or eighth 
day transplantation of X-rayed ovaries and simultaneous castration leads 
to an interruption of the pregnancy. 


The whole of this long series of experiments fails to show any proof 
that the interstitial gland of the ovary can be isolated in such a way as to 
exercise any separate and individual function. 


A series of extra-uterine pregnancies. The author analyzes a series of 116 
cases of extra-uterine pregnancy, including ten of the intra-ligamentous 
type, three ovarian, one abdominal, two fimbrial, and one in a rudimentary 
horn. Eighty-one per cent. of the cases occurred in multiparze ; 27 per cent. 
had had previous abortions. The investigations of the series seemed to 
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support inflammatory lesions of the tube as the chief etiological factor—in 
very many cases the ovaries showed multiple cystic degeneration. In most 
the clinical history was that of a gradual onset of the usual complex of 
symptoms; in very few indeed was there a fulminating onset. In cases of 
difficult diagnosis Abderhalden’s reaction and the examination of carbo- 
hydrate tolerance were used. Injections of pituitrin, as suggested for 
differential diagnosis from inflammatory adnexal lesions by Wagner, were 
very useful; the arrest of uterine haemorrhage following such injections 
excluded extra-uterine pregnancy. Great difficulty was found in some 
cases of criminal abortion, where penetration of the uterine wall or of the 
pouch of Douglas had occurred. In such cases the blood changes were 
helpful. In extra-uterine pregnancy the leucocyte count was usually 
normal and the hemoglobin, erythrocytes, and blood pressure diminished ; 
in inflammatory lesions the leucocytes were usually increased in number, 
while the other factors referred to remained normal. A gradual sinking 
of the haemoglobin, erythrocytes and blood pressure over a few days is very 
strong evidence of the existence of extra-uterine pregnancy. In no case 
could any trace of Cullen’s sign—the blue colouring in the region of the 
umbilicus—be found. 


The subcutaneous symphysiotomy of Frank. The author makes a very strong 
plea in favour of the subcutaneous symphysiotomy advocated by Fritz 
Frank, his late master. This operation has not found wide acceptance, 
because of the dangers of damage to the urethra, and of severe bleeding. 
Various devices have been suggested to prevent the former injury, particu- 
larly by the use of knives with a protective button on the end. The pre- 
vention of severe bleeding is more difficult. It is due to the tearing through 
of the crura of the clitoris with their very vascular tissue. To prevent this 
damage some operators have suggested leaving intact the ligamentum 
arcuatum at the lower border of the symphysis, on the ground that the crura 
are closely adherent to this ligament. The author shows by careful dissec- 
tion that this is a mistake, and that there is a definite cavity filled with 
connective tissue between the lower border of the ligamentum arcuatum 
and the thin fibrous prae-urethral ligament. He points out further that 
failure to divide the ligamentum arcuatum would only allow separation of 
about one to two centimeters in the symphysis pubis, whereas division of 
the ligament allows a separation of not less than 4cm. He describes an 
operative technique by which the ligamentum arcuatum can be divided and 
the crura protected. Placing the forefinger of the left hand in the region 
of the clitoris he forces the tissues upwards behind the lower portion of the 
symphysis pubis, thus pushing the crura as far away from the ligamentum 
arcuatum as possible. With a sharp knife he makes his incision and is 
able to guide the course of the knife by means of his left forefinger behind 
the symphysis. His assistants, by rotation of the thighs inwards, are able 
to prevent the sudden strain on the soft tissues which would otherwise 
occur at the moment of separation. He has had no difficulty himself with 
damage to the urethra or to the bladder. Those accidents he is quite 
convinced usually occur as a result of violent instrumental delivery, follow- 
ing the operation. Symphysiotomy is not intended for cases requiring 
such force—there should only be slight disproportion between the foetal 
head and the bony pelvis. The operation is only permissible in primi- 
gravidee under most exceptional circumstances. 
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The arrest of uterine hemorrhage by clamping the parametrium with double- 
toothed vulsellum forceps. The author re-describes his emergency method of 
controlling post partum hemorrhage. The method is particularly suitable 
for cases of haemorrhage due to atony, but it may be found useful too in 
cases due to cervical tears. It is of great value in the combined atonic and 
traumatic bleeding found after delivery in cases of placenta praevia. The 
only instruments required are a large vaginal speculum and four pairs of 
stout double-toothed vulsellum forceps. The speculum having been adjusted 
and the vaginal walls thus kept out of the way, the anterior and posterior 
lips of the cervix are caught with the forceps and dragged down until the 
cervix protrudes freely from the vulva. Both lips are now caught in one 
forceps. This traction alone usually arrests haemorrhage at once, because 
the uterine arteries become kinked. The cervix is now drawn strongly to 
the left, and a second pair of vulsellum forceps fastened with the teeth on 
to the other side of the uterus at the highest available point, so that the 
blades include as in a mass ligature all the parametrial tissue. The same 
procedure is repeated on the other side. In the author’s experience there 
is very seldom injury to the bladder wall, which retracts upwards as the 
cervix is dragged down. The uterine arteries are pressed in the block of 
parametrial tissue sufficiently to arrest bleeding without causing necrosis ; 
even if the ureters are included in this tissue they are not damaged as there 
is practically no secretion of urine in a woman who has had such severe 
blood-loss. The vaginal walls are protected by a fold of gauze placed 
outside the blades of the vulsella. In cases of atony the uterus usually 
begins to contract quite early, but the vulsella may be left in position for 
from half to three hours ; in cases of deep cervical tears a longer application 
may be necessaty. This method is very suitable for emergency treatment 
of severe cases. It is more efficient and not so likely to be associated with 
sepsis as any method of packing the uterus or the vagina. 


The formation and importance of the capsule of fibromyomata The capsule of 
a fibromyoma may be of three types. The fibrous capsule is the thin 
indifferent layer of connective tissue found at the periphery of all simple 
tumours. The myomatous capsule is the irregularly thick outer layer of 
the tumour itself. It may be that some of the peripheral fibres have 
degenerated and form a covering to the rest, or that the centre of the tumour 
has degenerated and_the unaltered outer fibres act as a capsule. The most 
interesting type is the myometrial capsule composed of uterine muscle 
fibres arranged in lamellz like the flakes of an onion. Near the tumour 
these fibres open out to form a trellis-work. Even in the smallest fibroids 
these layers can be recognized. This capsule contains a certain amount of 
lymph, and large blood-vessels run between the capsule and the tumour. 
When the tumour is disrupted from its primary site the capsule may travel 
with it, but in most cases the side of the capsule ruptures and allows the 
tumour to escape. Very few fibromyomata have not got a myometrial 
capsule, identifiable from their earliest stages. This capsule should be 
regarded as tumour tissue, and in an operation for the removal of a fibro- 
myoma the capsule should be enucleated as carefully as the tumour, lest it 
form the starting-point of a new growth. J. HENDRY. 


at 
J 
: 


Review of Current Literature 


Zentralblatt fiir Gynakologie. 


No. 40, October 3, 1925. 
Bilirubin and pregnancy. E. Hermann and F. Kornfeld. 
*Post-climacteric haemorrhage and carcinoma of the ovary. J. Schiffmann. 
New problems in the treatment of cancer. F. D’Erchia. 
*Ovarian resection as treatment for metrorrhagia. Engl. 
*A case of total necrosis of an interstitial fibromyoma with a typical clinical 
picture. V. E. V6lcker. 
*Ovarian pregnancy following removal of a gravid tube on the same side. 
M. Kupfer. 
No. 41, October 10, 1925. 
*The differential diagnosis of pregnancy kidney and chronic nephritis in 
pregnancy and of eclampsia and uremia. Th. Heynemann. 
The value of pyelography for the gynecologist. Fr. Burgkhardt. 
*A case of particularly severe injury of the urethra during labour, and its 
operative treatment. A. Baidin. 
On Kiistner’s operation for fistula. P. Garfunkel. 


No. 42, October 17, 1925. 
The physiology of the Fallopian tube. Part II. Nahmmacher. 
Sterilization by Madlener’s operation on the tubes. B. Waser. 
*Carcinomatous degeneration of heterope invaginated epithelium on the 
uterus. C. Becker. 
"Is sterilization indicated in pernicious anemia of pregnancy? F. C. 
Hildenberg. 
Two rare cases of malformations. R. Mandelbaum. 


The value of vaginal hysterectomy and its use in the treatment of prolapse. 
M. Samuel. 


*Placental tumours. L. v. Toldy. 


Podalic version complicated by the umbilical cord being round the neck 
of the child. G. Marondis. 


No. 43, October 24, 1925. 

The mechanism of expulsion of menstrual blood. H. Hinselmann. 

Contribution to the question of pseudohermaphroditism. H. Hoepke and 
Kj. v. Oettingen. 

*Note on cervical tears as a cause of post-partum haemorrhage after spon- 
taneous delivery. A. Hermstein. 

*A new method of sterilization. P. Haendly. 

*A simple new sign of pregnancy. F. Liinne. 

Hydrops universalis congenitus foetus et placenteze. C. Becker. 

On sport and physical exercises for women. W. Wiegels. 


No. 44, October 31, 1925. 

*The influence of the thyroid gland on dysmenorrhcea. W. Schmitt. 

Note on the etiology of haematomata of the vulva and vagina. H. Krause. 
A rare case of chorion epithelioma. H. Schimmel. 

Paralytic ileus in pregnancy and during labour. A. Abrahamsen. 

The use of presojod and septojod in labour and gynecology. H. Wienecke. 
*Development, technique, uses and results of the temporary sterilization by 

X-ray. H. Berenat. 


No. 45, November 7, 1925. 
Exact X-ray dosage in gynecological work. Th, Neeff. 


128 Journal of Obstetrics and Gynecology 
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A new anesthetic for labour——‘‘ Narcylen-Ingelheim.’”’ J. Maier and E. 
Mauerer. 
Investigation of the effect of ‘‘ narcylen ’’ anzesthesia on the loss of blood 
and the length of the puerperium. E. Mauerer. 
Examination of the blood with “ narcylen ’’ anesthesia. E. A. Mueller. 
*Clinical examinations in the diagnosis of gonorrhoea in women. W. G. 
Schultz. 
Further investigations into the differential diagnosis of retroflexio uteri 
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*Local rise of temperature in the diagnosis of mastitis. R. Dyroff. 
A note on Piskacek’s manipulation in labour. C. Keller. 
*Experiences with lumbar anesthesia. K. Warnecks. 
*A method for removing the anzsthetic vapours from the operating theatre. 
J. Wieloch. 
*On the intracardial injection of adrenalin in asphyxia neonatorum. E. 
Ad. Koch. 
No. 50, December 12, 1925. 
Further clinical experiences of the ‘‘ interferometric’ serum diagnosis. 
G. Rittershaus. 
*A suggestion as to the etiology of torsions. B. Tenckhoff. 
*The absorbing power of the vaginal mucous embrane for chemicals. A. 
Loeser. 
Note on Prof. S. Loewe’s work on ovarian hormones and their action. O. 
O. Fellner. 
*Two cases of rupture of the uterus in criminal abortion. G. Katz. 
Note on ovarian transplantation. A. Mandelstamm. 


No. 51, December 19, 1925. 
*A clinical demonstration of the mechanism by which torsion of the internal 
organs is produced. O. Lindig. 
*Eclampsia and its effects on the later health of mother and child, R. Bund. 
Blood group tests on mothers and the new-born. V. Ohnesorge. 
*Diagnosis and operation of a unilateral heematometra in a uterus bicornis 
bicollis. A. Sohn. 
A note on Heinlein’s work on “ Variations in the acid content of the 
vaginal. secretion in pregnancy. H. Ganssle. 
The clinical significance of ectopic decidual rests at the external os. M. 
Samuel. 
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A perforated parametric abscess. P. Braun. 
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following a spontaneous birth. Th. Johannsen. 


Post-climacteric hemorrhage and carcinoma of the ovary. Post-climacteric 
heemorrhage is always considered as a danger signal, and if the physical 
signs are negative necessitates a diagnostic curettage. Some surgeons 
undertake a hysterectomy without further examination as they consider 
that haemorrhage always calls for radical operation. Schiffmann cites 
several cases in which slight post-climacteric haemorrhage was the only 
symptom and in which the physical signs were negative. 

(1) Patient aged 66. Menopause ten years ago. Four months before 
admission to hospital she had had slight heemorrhage lasting a few days. 
The curettings showed very slight hypertrophy of the endometrium. 
Vaginal hysterectomy showed no malignant changes. Two years later 
patient returned for hemorrhage and pain. In the left fornix a fixed 
tumour, the size of an orange, was palpable. Scrapings were taken through 
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the vaginal wall and were found to be carcinomatous. X-ray treatment was 
of no avail. 

(2) Patient aged 70. Menopause 18 years ago. One year ago she had 
had slight hemorrhage for a few days. Before admission to hospital she 
had had hemorrhage for four weeks. Physical signs were negative. 
Curettings showed slight hypertrophy of the endometrium with cystically 
dilated glands but not malignant. An examination under anesthesia 
showed slight enlargement of the right ovary. Laparotomy was performed 
and the ovary was found to be carcinomatous. 

(3) Patient aged 53. Menopause three years ago. Sought advice for 
severe hemorrhage. Physical signs negative. She was advised to return 
in two weeks. Instead, however, another doctor was called in as the result 
of severe flooding. She was admitted to hospital, and as the result of 
negative curettings was advised by this doctor that there was nothing 
serious the matter. Five weeks later Schiffmann was again called in on 
account of a swelling in the pouch of Douglas. He found a hard fixed mass. 
Laparotomy showed an ovarian tumour with metastases on the peritoneum. 
A few days after the operation she had aphasia and hemiplegia, and she 
died three weeks later. The post-mortem examination revealed metastases 
in the brain. 

(4) Patient aged 60. Menopause six years ago. Two years previously 
she had consulted two gynecologists for hamorrhage, but nothing was 
done. Now she had an abdominal swelling which on bimanual examination 
was found to be a large cystic tumour with hard prominences, separate 
from the uterus. Laparotomy was done but the tumour and metastases 
could not be completely removed, and patient died two months later. 

(5) Patient aged 71. For two years enlargement of the abdomen. 
Slight haemorrhage a few days before admission. Laparotomy was per- 
formed and a twisted ovarian tumour was found the size of a man’s head. 
It was a multilocular cyst with a small solid portion in the centre which 
showed an atypical arrangement of the epithelium and was therefore an 
early carcinoma, 

All these cases show that hemorrhage may be an early or even a 
prodromal symptom of carcinoma of the ovary. Unlike carcinoma of the 
uterus the haemorrhage may be very slight and may occur only once, ceas- 
ing entirely as the tumour enlarges. This, and the fact that there may be 
no physical signs, renders the diagnosis difficult. 


Ovarian resection as treatment for metrorrhagia. Engl] gives an account of a 
case of severe metrorrhagia which he cured by resection of four-fifths of 
both ovaries which were cystically enlarged. The patient had been ill for 
six years and at the last had had severe floodings. Spa treatment and 
styptics had only given very temporary relief. Hysterectomy was contem- 
plated, but Kéhler’s work on the subject appeared just in time. The patient 
has improved tremendously, and her periods are normal. But the patient 
has not become pregnant as is reported of the case treated by Kohler. 


A case of total necrosis of an interstitial fibromyoma with a typical clinical picture. 
Voelcker reports the following case :—A multipara of 36 was admitted to 
hospital having had pelvic pain and some rise of temperature for six days. 
She had metrorrhagia for the first time, and was in a bad condition, suffer- 
ing from loss of appetite, sleeplessness, yellow complexion, altogether a 
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picture of toxeemia. A large tumour could be felt just above the symphysis 
incorporated with the uterus. A tarry fluid was coming from the uterus. 

A supra-vaginal hysterectomy was performed. There was found to be a 
fibromyoma on the posterior wall of the uterus. On section it was brownish- 
red in colour. Histologically, the cell-nuclei were either weakly stained or 
not at all. 

The diagnosis of necrosis of an interstitial fibromyoma is of practical 
importance (1) because in view of the dangerous end-results early operation 
is so important; (2) because it is a contra-indication for the conservative 
treatment of myomectomy. 


Ovarian pregnancy following removal of a gravid tube on the same side. 
Kupfer records the case of a woman of 26, who had a normal pregnancy 
followed first by a tubal pregnancy on the left side, and nine months later 
by an ovarian pregnancy on the same side. She was operated upon for 
both these conditions. On the second occasion—following the usual 
symptoms of a ruptured ectopic pregnancy—altered blood was found in 
the pouch of Douglas, the left ovary was enlarged and surrounded by 
adhesions in the pouch of Douglas. The right tube was thickened and 
hyperzemic; the right ovary showed cystic degeneration. 


The differential diagnosis of pregnancy kidney and chronic nephritis, and of 
eclampsia and uremia. Heynemann makes the following points in the 
differential diagnosis between eclampsia and uraemia which he bases on the 
observation of 73 cases under his care. 

Ureemia may be diagnosed by : (1) the smell of ammonia in the patient’s 
breath ; (2) decrease in the volume of urine without a corresponding rise in 
the specific gravity; (3) a definite history of a previous attack of nephritis. 

Heynemann has not found an increase of urea or indican in the blood of 
eclamptic patients which has been recorded by other observers. 

As uremia is a very rare condition in pregnancy it should not be 
diagnosed until all the above points have been definitely established. 

Oliguria—even when lasting for several days—does not permit of a 
definite diagnosis of uraemia being made, as it is also met with in eclampsia. 

The diagnosis between pregnancy kidney and chronic nephritis is more 
difficult, and there is no one sign by which chronic nephritis can be defi- 
nitely recognized. Heynemann does not even consider a rise of blood 
pressure, or hematuria, or albuminuric retinitis diagnostic of chronic 
nephritis. 

In practice the following points can be made :— 

(1) Kidney deficiency appearing for the first time in the second half 
of pregnancy should be considered due to the pregnancy until the contrary 
can be definitely established, especially in the case of primigravide, in 
multiple pregnancies, or where there has been eclampsia in a previous 
pregnancy. 

(2) If, however, there is kidney deficiency during the first three or four 
months of pregnancy, a previous attack of nephritis should be excluded 
before pregnancy kidney is diagnosed, unless the patient has previously 
suffered from hydatid mole, or eclampsia, or pregnancy kidney. 

(3) A blood-pressure record is not reliable as chronic nephritis can be 
present without a rise. Similarly a constant high blood-pressure at the end 
of pregnancy does not necessarily denote chronic nephritis, 
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(4) The most reliable sign of chronic nephritis is hypertrophy of the left 
ventricle especially when associated with an accentuated aortic second 
sound, 

(5) Headache early in pregnancy is of no diagnostic value, whereas when 
occurring in the later months it is to be considered as a pre-eclamptic sign 
especially when associated with urinary changes and cedema. 

(6) There may be visual disturbances with or without changes in the 
fundus. Visual disturbances are essentially a sign of eclampsia. Albu- 
minuric retinitis used to be considered as occurring only in chronic neph- 
ritis. But Heynemann says that he has repeatedly seen the condition arise 
and pass off again during an attack of eclampsia. It is essentially a 
papillitis. Specialists, however, recognize a difference between the two 
conditions. 

(7) Though the presence of blood corpuscles in the urine is usually 
considered diagnostic of nephritis it may equally well be found in pregnancy 
kidney though rarely to the same extent. 


A case of particularly severe injury of the urethra during labour, and its operative 
treatment. Baidin reports on a case of injury to the anterior wall of the 
urethra during labour resulting in a fistula and incontinence. It occurred 
in a healthy woman of 28 who at her first confinement was delivered of 
twins. It was an easy labour but forceps were used. Incontinence at once 
set in. She could control her sphincter while lying on her side, but when 
she lay on her back she was incontinent, also if she stood for a long time or 
walked quickly, or if she sneezed or coughed. This condition had lasted 
for two years before she sought advice. The fact that she could hold her 
water when lying on her side, when sitting and sometimes when standing 
is important in that it confirmed the statements of Kalischer, Zangemeister 
and Stoeckel that injuries to the anterior wall of the urethra do not cause 
total incontinence. On examination it was found that almost the whole 
anterior wall of the urethra was gone leaving only a narrow bridge of tissue 
at the external meatus. The internal meatus was also intact because it 
could grip a catheter. 

Baidin describes the operation in detail. The repair of the anterior wall 
was fraught with difficulty as there were many adhesions to the posterior 
surface of the pubis. To support the urethra and to strengthen the internal 
sphincter he adopted Stoeckel’s method of taking a flap from the pyramidalis 
muscle with its base at the pubis and bringing it round the urethra and 
stitching it to the pubic bone. This method proved a complete success. 


Carcinomatous degeneration of heterove invaginated epithelium on the uterus. 
Becker reports a rare case of a carcinoma in the pouch of Douglas fixing 
uterus and rectum but originating from neither of these. 

The following is the history :—-A woman, aged 54—no births, no mis- 
carriages—attended for radiating pain in the sacral region which started a 
few months previously after an attack of enteritis. Five years ago she had 
had a curettage for menorrhagia, and since then the menopause had set in. 
Her menstrual history showed that she had always had dragging pains 
before and during the period. Otherwise patient had always been healthy. 

On examination the uterus was found to be small, hard, and sharply 
retroflexed. Nothing abnormal in the other organs. Conservative treat- 
ment having no effect laparotomy was done. The uterus was small and 
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together with the adnexa was firmly fixed in the pouch of Douglas. The 
posterior surface was studded with knotty lumps. Supra-vaginal amputa- 
tion was difficult on account of fixation of the cervix to the rectum. 

Pathological examination showed that the growth had penetrated from 
the outside of the uterus as far as the muscular layer. The endometrium 
and inner muscle layer were quite normal. ‘The suggestion was made that 
the growth had spread from peritoneal metastases with a primary growth 
in some other organ. The patient was therefore carefully examined for a 
ptimary ‘growth, but all investigations proved negative. The rectum and 
colon were quite clear. 

The case resembles those described by Amann, A. Mayer and R. Meyer 
as serositis fibroadenomatosa recto-cervicalis, or parametritis, or para- 
vaginitis posterior, or adenomyositis seroepithelialis. Becker does not 
think that it is an example of Cohnheim’s embryonal theory of origin, nor 
of von Recklinghausen’s Wolffian duct theory. He inclines to the opinion 
that the acutely retroflexed uterus gave rise to an inflammatory condition 
of the peritoneal tissues resulting in the development of carcinoma. 

In view of Lauche’s work Becker thinks it is possible that with an 
acutely retroflexed uterus the menstrual blood may not all be able to escape 
through the uterus, but may be dammed up in the tubes and possibly 
forced through the abdominal ostia into the pelvic cavity, there to cause 
irritation and give rise to proliferation of the peritoneal epithelium. 
Possibly the curettage five years previously may have had something 
to do with it causing a retrograde passage of endometrium as in the case of 
the menstrual blood. Adler has shown that in his cases of gdenometritis 
and adenomyositis there was frequently a history of curettage. In Becker’s 
case the condition became worse and the stump of the cervix grew to the 
size of an apple and eroded the rectal wall. 


Is sterilization indicated in pernicious anemia of pregnancy? Naegeli, Esch, 
Benda and others have reported cases of pernicious anzemia occurring in the 
course of pregnancy with a complete cure after delivery. 

The question of sterilization has arisen on account of a case reported by 
v. Ottingen recently. A woman, aged 24, had had all the symptoms of 
pernicious anzemia in successive pregnancies with remissions in between. 
The pregnancies and deliveries were otherwise normal. As the condition 
was worse with each pregnancy the patient was sterilized. 

Hilgenberg considers sterilization unjustified in view of other literature 
on the subject. Apparently no other cases are reported in which the 
pernicious type of anaemia occurred in more than one pregnancy. 


Placental tumours. These are a rarity; according to Berglund only 98 
such cases have been published. v. Toldy gives a summary account 
of the reported ones, and records one of his own. These tumours occur 
with primiparee and multipare, irrespective of age, may be single or 
multiple and may be of any size. They are usually on the foetal side of the 
placenta immediately under the membrane and give rise to a swelling on 
the surface, and they are frequently enclosed in a capsule. The tumours 
are innocent, they do not grow into the wall of the uterus and do not give 
rise to metastases. They are either angiomata, myxomata, fibromata, 
myomata or a combination of these. The pregnancy is usually normal, but 
heemorrhage has been said to occur, and hydramnios is frequently asso- 


134 Journal of Obstetrics and Gynecology 


ciated with it. Foetal mortality and premature births are frequent, other- 
wise the development of the child is not interfered with. Delivery is 
usually normal, sometimes the placenta has to be removed manually. 

As to the etiology of these tumours opinions differ. Some take them to 
be the organization of a blood clot, others say they are due to hyperplasia 
of the chorionic villi, others that they are of lutein origin. Other authori- 
ties hold that they are due to venous obstruction, either in the placenta 
itself, or as a result of disturbed circulation in the mother or foetus. 


Cervical tears as a cause of posi-partum hemorrhage after spontaneous delivery. 
At a recent gynecological meeting in Vienna five out of twenty-nine 
speakers considered it unnecessary to repair a cervical tear. Hermstein 
very emphatically supports the view that all cervical tears should be 
repaired, more especially if they are aseptic, as they will then heal by first 
intention. It is his experience that hemorrhage from cervical lacerations 
takes place most frequently following an abortion or spontaneous delivery 
and that the damage is often very slight. Death from hemorrhage follow- 
ing such slight abrasions has been reported by other authorities. In view 
of these he recommends a very careful search for the source of haemorrhage 
before adopting methods to stimulate what may be thought to be an atonic 
uterus. In his opinion even the smallest laceration should be repaired as 
aseptically as possible, and as carefully as possible, layer by layer. By so 
doing one may avert many of the troubles which later come before the 
gynecologist. 


A new method of sterilization. Haendly has devised a new method of 
sterilization which may be temporary or permanent. The operation is done 
from the vagina, and can be undertaken with a local anesthetic and is 
therefore suitable for patients suffering from lung or heart trouble. He 
describes the operation in detail in the hope that other surgeons may try 
it and criticize it. It consists of a transverse colporrhaphy which aims at 
dividing the vagina into a small anterior part for the passage of menstrual 
fluid, and a larger posterior part for coitus. The partition can be divided 
at any time. Haendly has tried the method twice with success. On going 
to press he finds that Zomakion has written a treatise recommending the 
same method. ‘ 


A simple new sign of pregnancy. Several years of observation have led 
Lénne to realize the value of a new sign of early pregnancy which he 
recommends a$ an easy and reliable method. It holds good for any time 
during the early months. The patient’s bladder must be empty. The left 
hand is laid on the fundus of the uterus to steady it. Two fingers—more 
than the tips if possible—are introduced into the anterior fornix, and by 
gently tapping a sense of fluctuation can be obtained. This is diagnostic 
of pregnancy, and cannot be obtained during the pre-menstrual or post- 
menstrual stage. It is due to the relatively large amount of liquor amnii 
present in the ovum during the first months of pregnancy. The sign 
cannot be obtained if the uterine muscle is contracting, and one must then 
wait till it is relaxed again. 


The influence of the thyroid giand on dysmenorrhea. Schmitt gives a survey 
of the experiences of gynaecologists and general surgeons as to the associa- 
tion between thyroid changes and disturbances in ovarian and uterine 
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functions. Hyper- and hypo-thyroidism are frequently connected with 
menstrual changes, but are by no means constant, amenorrhcea and menor- 
rhagia being met with in both conditions. They found that the menstrual 
flow could be altered by treatment of the thyroid either by X-ray or the 
internal administration of iodothyrin, even where there was no obvious 
defect in the function of the gland. 

This fact led Schmitt and others to investigate the relation of dys- 
menorrhcea to disturbances in the function of the thyroid and other 
endocrine glands. He finds that dysmenorrhcea may be associated with 
(1) local conditions such as endometritis; (2) disturbances in the sympa- 
thetic nervous system and what he terms psychic trauma; (3) faulty 
pituitary function—infantilism; (4) disturbances of the thyroid function. 
One or more of these conditions may be present in the same patient. 

Schmitt bases his experiences so far on 40 cases seen by him within 
thirteen months, all of whom were submitted to thorough investigation. 
In 36 of these he found enlargement of the thyroid, varying from a very 
slight degree to pathological conditions, two having had practical thy- 
roidectomy. In many of these he also found distinct signs of infantilism, 
i.e., a slender build, dark hair associated with fair eyes, changes in pigmen- 
tation, small features—especially a small-pointed nose—and hypertrichosis. 
Married women were usually sterile, or there was a history of repeated 
abortions. In most cases menstruation was either irregular, or there was 
excessive or diminished loss at the periods. 

His examination included repeated investigation of the basal metabolism 
rate which was usually above, and occasionally below the normal. Varia- 
tions of 10 per cent. above the normal he considers as pointing to a patholo- 
gical condition of the thyroid gland, e.g., hyperthyroidism, and any degree 
below the normal to hypothyroidism. In his opinion the basal metabolism 
rate forms the surest guide to any abnormality in the thyroid gland. _ 

Schmitt is not prepared to say whether in any one case the thyroid or 
the reproductive glands are at fault. But it is certain that by treatment 
of the thyroid condition the pelvic condition can usually be improved. 


Development, technique, uses and results of the temporary sterilization by X-ray. 
Berendt deplores the fact that so many gynecologists have given up using 
X-rays as a method of treatment in menorrhagias and for sterilization in 
favour of hysterectomy, thus destroying the ovarian function of reproduc- 
tion for ever. The reason for this is to be found in the fact that the X-ray 
dosage has up till now with few exceptions been imperfectly understood so 
that—instead of only producing amenorrhcea—the ovaries were destroyed 
thus producing unfavourable symptoms by cessation of their internal 
secretion. 

Berendt himself and others have persevered with X-ray treatment and 
claim to have had considerable success. He uses it on the ovaries to 
produce a temporary sterilization or temporary amenorrhcea in such cases 
as tuberculosis and other general diseases making pregnancy undesirable, 
also in cases of gonorrhceal infection. He claims that by stopping men- 
struation the gonorrhceal infection can be prevented from spreading to the 
tubes, and if there is already a pyosalpinx cessation of ovarian function 
brings about a more rapid resolution. 

Berendt gives in detail the technique he employs, and the history of 
cases on whom it has been used. 
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Further experiences of the temporary sterilization of women by X-ray. 
Weigand gives a detailed account of his experiences in a line with those 
of Berendt over the same period of time. He has followed up the history 
of go patients in whom the ovaries were exposed to X-rays for menorrhagia, 
gonorrhoea of the tubes, other adnexal conditions, and myomata in young 
women. His results are equally satisfactory as those of Berendt. 


Clinical examination in the diagnosis of gonorrhea in women. During the war 
regular examination and treatment of women suspected of suffering from 
gonorrhoea was systematically carried out in areas occupied by troops. 
Very thorough investigations were made and records kept which are of 
value in showing how difficult it is to obtain a correct diagnosis except 
after repeated examinaticns. Schultz makes the following points :— 

(1) In 90.5 per cent. of all women suffering from gonorrhoea both the 
cervix and urethra were infected. In about 28 per cent. of these cases the 
infection started in the urethra or the cervix, the numbers in each case 
being about equal. 


(2) The localization of the gonococci was not affected by the woman being 
a nullipara or multipara. 

(3) The vaginal mucous membrane was apparently only infected in 
case of juveniles, pregnant or senile women. 

(4) In 75.4 per cent. of all cases there was found to be a co-existing rectal 
gonorrhcea, 

(5) The urethral and cervical secretion for films can only be obtained 
pure by a thorough preliminary swabbing of the meatus and the external os. 

(6) The urethral discharge is only —— aiter an interval of two 
hours from micturition. 

(7) In the case of chronic cniiibiline, a negative diagnosis is only of 
value after at least five consecutive examinations of films from urethral 
and cervical secretions. 

(8) In doubtful cases even then it is necessary to give a provocative. 

(9) The best results have been obtained with a combination of mechani- 
cal, chemical and biological provocative methods followed by at least ten 
examinations of films of cervical and urethral secretion. Mechanical 
provocation is achieved by dilatation of urethra and cervix, chemical by 
injection into the urethra of a 5 per cent. solution of AgNO,, and into the 
cervix of a 10 per cent. solution of AgNO,. The biological provocation 
consisted of a subcutaneous injection of ‘‘ Arthigon ”’ on the first and — 
day that the series of films were being taken. 

(10) It is characteristic of gonorrhoea that the organisms are found 
singly in a film. 

Schultz also goes into detail as to the methods employed and the instru- 


ments found to be best in obtaining pus from cervix and urethra for 
microscopical examination. 


The mechanism of brow presentation and its operative treatment. Prompted 
by a recent controversy between Ahlfeld and the Viennese school Jess 


reviews the literature on the subject of brow presentation and also gives an 
account of two cases of his own. 


Alilfeld is of opinion that brow presentation is of more frequent occur- 
rence than is usually supposed, and that it frequently takes place with 
The Viennese school, on the other hand, 


premature and small infants. 
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maintain that it usually occurs with particularly large infants. As in any 
case the condition is a rare one the mechanism has been imperfectly 
described. He notes that there are six reported cases in which the frontal 
suture was in the transverse position. 

Of Jess’s cases one was with a normal-sized head, the other with an 
unusually large one. In his first case, an elderly primigravida, the foetal 
head was impacted in the pelvis with the frontal suture transversely. He 
put on forceps in the oblique position, but in the attempt to rotate the head 
severe lacerations were produced and a dead child. In the second—also 
an elderly primigravida—the brow was similarly fixed at the outlet of the 
pelvis with the frontal suture in the transverse position. The pains were 
strong. This time, following the advice of Opitz, Jess put on forceps and 
without attempting to rotate the head brought out first the face and then 
the occiput and produced a living child with only a slight perineal lacera- 
tion. In so doing the one blade was placed over the face, the other over 
the occiput. 

From his experience Jess considers it possible that a rotation of the 
brow into the vertical position is not the normal mechanism. He recom- 
mends—in spite of the teaching to the contrary—that forceps should be 
employed rather than that rotation should be attempted seeing that the 
latter method is so detrimental to the soft parts of the mother. 


The gynecologist and psychotherapy. y. Wolff discusses at length as to 
whether or not a gynzecologist should practise psychotherapy on patients 
whose disorders are purely functional, a question which has arisen of 
late at many gynecological meetings. He divides the treatment into 
(1) psychoanalysis, (2) hypnotism, and (3) auto-suggestion. In his opinion 
psychoanalysis and hypnotism should be left to the specialist as it involves 
too much specialization and too much time. Auto-suggestion, however, he 
thinks, may well be undertaken by the gynecologist in suitable cases. 
Suitable cases, he considers, are those patients who are really desirous of 
getting well and anxious to co-operate with the physician. This class 
comprises patients in whom a complete mental and physical relaxation 
should be followed by a change in mental attitude. An intelligent patient 
will carry out the physician’s advice by herself when once shown how to 
do so. 

The treatment consists roughly, first, in allaying the mental and 
physical restlessness and sense attitude by suggestion followed by auto- 


suggestion, and secondly, by imposing on a quieted and relaxed condition 
a more harmonious trend of thought. 


Cesarean section in edema of the vulva. Greenhill of Chicago gives an 
account of two cases of cedema of the vulva under his care. The first 
patient was a primipara of 26 who came to him at the 30th week. She had 
an enlarged thyroid, defective teeth and varices of the lower extremity. 
External measurements were on the small side; vaginal examination was 
difficult owing to spasms of the sphincter ani; the sacral promontory could 
not be felt. Blood pressure and urine were normal, and the patient was 
feeling very well. She attended weekly. By the 36th week there was 
considerable increase in weight, and slight cedema of hands and feet. But 
she was otherwise feeling well, and other examinations were normal. A 


week later the patient had to be admitted to hospital suffering from severe 
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headache and extreme cedema of the labia, part of a general cedema. 
Labour pains had started five hours previously, and there had been anuria 
for 24 hours. Vaginal examination and catheterization were impossible on 
account of the extreme cedema. The blood pressure was very slightly 
raised. The foetal heart was 140. 

Czesarean section was commenced under local anesthesia. As the 
bladder was a hindrance to reaching the uterus gas had to be given so as 
to enable catherization. The remainder of the operation was carried out 
successfully, and a large child was born. It was impossible to disinfect 
the uterus afterwards as is his usual method on account of the cedema. 
Recovery took place very rapidly, and on the fourth day the vulval cedema 
had almost entirely disappeared. The patient had never had nausea or 
vomiting or flatulence. She was seen several times within the next six 
months, and each time her condition was very satisfactory. 

- The second case of cedema of the vulva was in a multipara who had had 
seven previous normal deliveries. She was brought into hospital in a 
critical condition after an unsuccessful attempt at forceps delivery. Her 
pulse was 180. There was generalized cedema, particularly of the legs and 
labize, the latter probably partly due to local lacerations. As the child was 
dead and the external os fully dilated it was delivered per vias naturales. 
An episiotomy was necessary, and even then the child had to be dismem- 
bered on account of its size, especially the width of the shoulders. The 
patient’s condition improved at once, and the cedema had subsided by the 
tenth day. She was dismissed on the twentieth day. 


Inorganic phosphoric acids as a_ constituent of the human vaginai secretion. 
Rossenbeck gives an account of the preliminary investigation into the 
chemical constituents of the vaginal secretion. This includes an investiga- 
tion into the reaction of the secretion of the new-born child. Supposing 
this is found to be acid then, he says, the theory that the acidity in the 
adult secretion is due to the lactic acid formation through the agency of 
Déderlein’s bacillus falls to the ground. As a matter of fact in the very 
few cases that have so far been investigated the secretion from the vagina 
of the new-born contained a definite amount of phosphoric acid. 

Further details will be given when the subject has been more fully 
investigated. 


On the question of uterine retraction and the mechanism of the arrest of 
hemorrhage following labour. The fact that the mechanism of post-partum 
arrest of hzemorrhage is imperfectly understood has given to many specu- 
lative theories. Though it is generally accepted that contraction and 
retraction of the uterine muscle are the chief factors in the process there 
are conditions which have prompted various people to suppose that they 
are not the only ones. Thus some authorities suggest thrombosis of the 
uterine vessels, and latterly Kermauer—prompted by the investigations of 
Stegemann and Magnus—has brought forward the theory of an autonomic 
reversal of the circulation. Wieloch, however, considers this to be a false 
speculation and adheres to the view that the chief function in the arrest of 
the hemorrhage lies with the uterine muscle. He deals at length with the 
post-partum functions of the uterine muscle which he divides into three 
distinct processes, e.g., (1) contraction, (2) retraction, and (3) muscle tone, 
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or, as he calls it, ‘‘ gleitende Sperrung.’’ Of these the second is the most 
important. 

Contraction of the uterine muscle without the other two factors is, he 
considers, of no avail, whereas on the other hand there may be complete 
arrest of haemorrhage with a flabby uterus when there is retraction of the 
muscle. Contraction of the muscle and muscle tone usually go hand in 
hand. 

Wieloch goes on to consider what are the conditions affecting the three 
factors in mechanism, each separately. He considers disturbance in retrac- 
tion to be by far the most common. It may be brought about: (1) By 
conditions outside the uterus such as: adhesions; full bladder or loaded 
colon; tumours in the neighbourhood. (2) By conditions in the uterine wall 
such as: proliferation of connective tissue; tumours ; scars; arteriosclerotic 
vessels; developmental faults; excessive stretching during pregnancy as 
in hydramnios or with twins ; from unequal stretching of the uterine muscle 
in pregnancy from misplaced placenta such as at the uterine cornu. (3) By 
conditions in the uterine cavity such as: partial separation of the placenta ; 
oozing of blood; placental remains ; tampons. 

Defective muscle tone occurs with: (1) defective development of the 
muscle cells in very young primiparz; (2) chronic inflammation of the 
uterine wall; (3) defective innervation; (4) intra-uterine infection. 

These same conditions may also affect the power of contraction together 
with or apart from muscle tone. 


The effect of insulin on the physiological reduction of weight of the new-born, and 
on the metabolism of infants. Vogt gives an interesting account of his 
treatment with insulin of loss of weight in the newborn, and in the infant, 
breast or artificially fed. In every case few and small injections have been 
followed immediately by increase in weight and general improvement. 


The treatment of white asphyxia neonatorum. Litwak recommends the fol- 
lowing treatment in cases of white asphyxia :—- 

The umbilical should be divided at once, and the rubber catheter intro- 
duced as far as the bifurcation of the trachea and suction proceeded with. 
Then give a subcutaneous injection of camphor, {-}cm. After this put 
the child in a warm bath (32°—33° C.), and give cold sponging while resort- 
ing to artificial respiration. With this method Litwak reports success in 
12 out of 13 cases. 


Herpes in relation to menstrual disorders. This is a note by Niedermeyer 
on the relation of menstrual disorders to herpes, especially Herpes 
ophthalmicus. Irregularity in menstruation is occasionally associated with 
the onset of herpes, especially where the period is overdue. Herpes has 
been noticed to set in on the day on which the period was normally due and 
to subside as soon as the period commenced. On the supposition that such 
phenomena may be due to insufficient ovarian secretion he has treated the 
patients with ovarian extract with successful results. 


Trauma as a cause of retroflexion in medico-legal medicine. In medico-legal 
medicine the question sometimes arises as to whether the retroflexion was 
caused by an accident or whether it was a pre-existing condition. It is not 
generally accepted that trauma can be a cause of retroflexion. Never- 
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theless it happens that a symptom complex follows an accident for which 
nothing but a retroflexed uterus can account. On the other hand it is also 
generally accepted that an uncomplicated retroflexion gives rise to no 
symptoms. 

Raaflaub—as a result of study of the subject especially the detailed work 
of Fritsch—lays down the following conditions as a guide in considering 
cases for compensation, provided that traumatic retroflexion is accepted as 
a possibility:— 

I.—Conditions liable to cause retroflexion :— 

(a) Sudden great rise of intra-abdominal pressure as in lifting a heavy 
load, or a blow on the abdomen over a wide area. 

(b) A great physical shock as from falling on the feet from a height or 
on to the pelvis in the sitting position. 

II.—The subjective symptoms :— 

(a) Extreme discomfort and sensation of tension in the pelvis. 

(b) Pressure on the colon or on the bladder. 

(c) Extreme pain referred to the pelvic peritoneum or to the uterus 
itself which renders walking and contraction of the abdominal 
muscles excruciatingly painful, also great tenderness on palpation 
of the abdomen and on vaginal examination. 

(d) Fainting and weakness in the legs. 

III.—Objective symptoms have been variously described :— 

(a) Retroversion or retroflexion. 

(b) A bulky uterus showing tenderness at wee point of isin. 

(c) Metrorrhagia. 

(a) A mobile uterus. 

(e) Immediate relief on replacement. © 

The two last points are of particular importance. 

IV.—A consideration as to a pre-existing predisposition to retroflexion as 
in :— 

(a) General constitutional predisposition, neuropathic 
constitution. 

‘(b) Local predisposition : (i) congenital—genital infantilism ; alteration 
of pelvic angle; spina bifida. (ii) Acquired—lacerations and de- 
struction of uterine supports; chronic inflammatory er 
pelvic tumours. 


Raaflaub gives the history of five patients who came under his observa- 
tion. 


Fatal termination of a prolapsed uterus. Death from complications of pro- 
lapsed uterus has occasionally been reported. The immediate. cause of 
death may be from :—(1) urinary complications as a result of retention of 
urine; (2) peritonitis following on repeated attempts at reposition of the 
uterus and rupture of adhesions; (3) rupture of encysted abscesses on 
attempting reposition; (4) gangrene of the prolapsed uterus. 

Bohm records the following case :—Patient aged 64; one normal preg- 
nancy. She was said to have suffered from prolapse for 15 years without 
having consulted a doctor which, however, from post-mortem findings, 
is negatived. Until quite recently she had been able to replace the uterus, 
but she now sought medical aid, being rendered unfit for work on account 
of the discomfort, and difficulty in micturition and frequent retention. 
Examination showed complete prolapse of the uterus with inclusion of 
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part of the bladder, the whole swelling being very cedematous. Catheriza- 
tion could only be done with difficulty. She was ordered rest and the 
swelling was treated with conservative methods. Twice an attempt was 
made to replace the uterus. In spite of urinary troubles and a self- 
retaining catheter the urine was clear. Operative treatment was decided 
upon. 

On the day before operation the patient suddenly complained of 
abdominal pain. There was tenderness and some rigidity in the lower part, 
the tongue was dry, and the enema was retained without result. Tempera- 
ture and pulse rose, and the patient’s condition got steadily worse. The 
following morning—after consultation with the surgeon—immediate opera- 
tion was decided upon. But the patient died as soon as an anzesthetic was 
given. 

The autopsy disclosed the following :—A large encapsulated abscess 
behind the uterus which had ruptured into the peritoneal cavity—many 
adhesions—the uterus and a third of the bladder were prolapsed, showing 
epidermization and a large ulcer. The fundus of the uterus was adherent 
to the rectum, and the recto-uterine space was filled with thick pus and 
necrotic tissue. Embedded in this was found a piece of copper wire 3 cm. 
in length. The abscess originated in the posterior wall of the vagina 
damaging the peritoneal surface. Branches of the pulmonary artery in the 
right lower lobe were thrombosed. 

Death was due to pulmonary embolism following septic peritonitis. 
Presumably there had been an attempt at plastic operation with the result 
that a piece of foreign body was left in the pouch of Douglas, giving rise 
to an abscess. The rupture of the abscess was probably caused by some 
violent movement or by the attempt at replacement of the uterus. 


The use of tetrachlorphenolthalein in testing liver function in pregnancy 
toxemias. Naujoks reports his experience of fifty experiments done on 
healthy non-gravid women, on pregnant women at various periods, and on 
women suffering from pregnancy toxemia of varying severity. 

His results are briefly as follows :—In the case of the controls—healthy 
non-gravid women—the blood-serum was only slightly tinged at the end 
of one hour, and quite clear at the end of two hours. The same applies to 
gravid women at various periods of pregnancy. In twenty cases of preg- 
nancy toxemia the results were modified. But the clinical severity of the 
case did not always coincide with the findings by the dye excretions. 
Albuminuria, kidney disease and slight hyperemesis gave normal results 
or only very slight divergence from the normal. Severe hyperemesis and 
kidney disease with pre-eclamptic symptoms showed decided retention of 
the dye. But even in severe cases—after disappearance of the clinical 
symptoms—the test rapidly resumed the normal, showing a rapid recovery 
of the liver. 

It is interesting to note that the colorimetric test may be positive before 
the appearance of clinical symptoms. On the other hand Naujoks reports 
an interesting case of apparently severe hyperemesis gravidarum, so severe 
that in spite of a negative serum test the pregnancy was terminated. 
Further observation of the patient showed that it was a case of nephritis. 

Naujoks adds a warning note to the effect that in some patients the 
injection has produced a state of collapse with dyspnoea and cyanosis, in 
one case very alarming. 
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Local rise of temperature in the diagnosis of mastitis. Dyroff draws attention 
to the errors which may arise in estimating body temperature by placing 
the thermometer in the axilla in the puerperium. Engorgement of the 
breasts give rise to a rise of temperature on the skin surface. If, therefore, 
in placing the thermometer in the axilla, it comes against the breast it 
records a higher temperature than it should do. Such errors may account. 
for a diagnosis of mastitis in cases without further clinical symptoms. 


Experiences with lumbar anesthesia. As a result of many adverse criticisms 
of lumbar anzesthesia in gynaecological operations Warnecke gives his 
experience in 1,800 cases. The freedom from danger of complications in 
itself renders it in his opinion more satisfactory than either chloroform or 
ether. The only patients on whom he does not use it are the nervous type 
and the anemic patient, but there is no other condition which prevents 
lumbar anesthesia. In preparation he only gives a morphine injection 
half an hour before the lumbar injection. He gives exact details of the 
method he employs. He can always obtain complete relaxation: of the 
abdominal muscles, and there have never been any adverse post-operative 
symptoms. 


A method of removing the anzsthetic vapour from the operating theatre. 
Wieloch describes an apparatus devised in his clinic for removal of anzes- 
thetic vapours from the operating theatre. It consists of a tin container 
shaped like a wedge. This is placed under the patient’s head, the head 
itself fitting into a well. All around are holes. At the back a rubber tube 
is fitted on which connects with an electric exhauster. As ether vapour 
is heavier than air it sinks and is drawn into the container and removed. 
The electrical exhauster is made so that it will fit into any electric plug 
and.can be placed in the theatre itself or in the next room. As all of it is 
of the simplest material and design it is easily and cheaply executed. 

This apparatus is a modification of—and as Wieloch considers an 
improvement on—a similar one designed by Perthes. 


On the intracardial injection of adrenalin in asphyxia neonatorum. Koch cites 
an instance which—though the child finally died—has further convinced 
him of the great value of intracardial injections of adrenalin in cases of 
asphyxia neonatorum, on which subject he contributed an article in 1924. 

He was called to a case—a iii-para aged 40—25—30 minutes after the 
birth of a full-time male child. According to the midwife the foetal heart 
became very weak towards the end of labour, and—the cord having been 
twisted twice round his neck—the infant was born without any sign of life. 
All means of resuscitation had failed, there was no breathing and no 
heart sound. Koch at once injected 0.5 cc. of adrenalin intracardially which 
was repeated in five minutes. Within ten minutes the heart was beating 
so that it could not only be heard with the stethoscope but could be felt 
by the hand. He feels sure that had the method been tried 15 minutes 
earlier the child’s life would have been saved. 

Koch is most anxious that others should try this method and report on 
their results. 


A suggestion as to the etiology of torsions. The matter for investigation 
being difficult to obtain and experimental evidence impossible it remains a 
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case of speculation as to the etiology of torsions. Sellheim’s theory is no 
doubt correct that torsion of tumours is due to the movement of the body 
being transmitted to them, either that they continue the body movement, or 
that they fail to rotate with the body. Kiistner states as a law that right- 
sided tumours rotate to the right—left-sided tumours to the left, whereas 
central tumours rotate either way. 

Based on these facts and the usual histories Tenckhoff is of opinion that 
it is the walking movement of the body that gives rise to body-rotation, 
whereas in stepping the pelvis remains fixed. It has for instance been 
noticed that torsion may result from mounting—either a staircase or a hill— 
this being what he calls the ‘“‘ Gangrotation,” whereas he says it does not 
occur in descending the stairs, where what he calls ‘“ Trittrotation ”’ only 
comes into play. 


The absorbing power of the vaginal mucous membrane for chemicals. 
The vaginal mucous membrane is known to possess high power of absorp- 
tion so that fatal poisoning has been known to have been worked by that 
means. Corrosive sublimate and iodine are two of the most rapidly 
absorbed substances. This has been made use of by introducing such drugs 
as cocaine, salicin, salol, antipyrin, etc., into the system through the vagina. 
Similarly signs of poisoning may result from the repeated application of 
ether or alcohol to the vaginal mucous membrane. The power of absorption 
of the vaginal mucous membrane is affected by the medium employed, for 
instance, substances in vaseline are not so readily absorbed as substances 
dissolved in water, and it is again different for glycerine. Other factors 
are the general health of the patient and the age. Loeser experimented on 
twenty patients by introducing a pencil of iodine in cocoa-butter into the 
vagina after special preparations. At the same time a catheter is retained 
in the bladder and urine withdrawn every five minutes for examination of 
iodine. 

The results were as follows :—In women between 20—30 years, parous or 
non-parous, iodine was excreted in the urine in from 25—30 minutes. The 
time was increased where there were local inflammatory conditions, also 
with advancing age. Constitutional conditions also increased the time up 
to 45 minutes. 

This evidence explains the fact why poisoning takes place more readily 
with a healthy mucous membrane. 


Two cases of rupture of the uterus in criminal abortion. Katz gives the clinical 
course of two severe cases of criminal abortion particularly interesting 
because they both recovered. 

In the first case an attempt had been made in a fourth-month pregnancy 
to remove the foetus and placenta with the forceps after dilatation of the 
cervix. Instead the uterus had been perforated by the forceps and the 
uterine contents pushed through into the abdomen. Severe hemorrhage, 
shock and collapse set in and the patient was transferred to the clinic. 
Laparotomy was undertaken at once during which it was found that 
the abdominal cavity was full of blood, and that the foetal parts were 
scattered in between loops of bowel, the head being behind the liver. The 
abdomen was cleared as much as possible of blood and foetal parts and a 
subtotal hysterectomy was done, the patient making a complete recovery 
and being discharged after ten days. 
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In the second case perforation of the uterus existed for four days with- 
out the knowledge of the abortionist. He sent her to the clinic with signs 
of internal hemorrhage, and she almost collapsed on the way. Immediate 
laparotomy revealed a large collection of pus and the sigmoid flexure bound 
down by adhesions behind the uterus, also three tears in the lower part of 
the uterine wall. Total extirpation of uterus and adnexa was carried out, 
and the patient made an uninterrupted recovery and was discharged on the 
twelfth day after operation. 

A point of interest in both cases is that healing took place by first 
intention without drainage. 


A clinical demonstration of the mechanism by which torsion of internal organs is 
produced. Lindig gives the clinical history of a patient with torsion of 
the uterus, who demonstrates Sellheim’s theory that torsion is ese 
by body movements. 

The patient was 48, married and healthy, a land worker. She was sent 
to the clinic having been suddenly seized with an acute pain in her abdomen. 
It came on as she was mowing with a scythe. Palpation showed that she 
had a large pelvic tumour. On operation it was found that the uterus with 
the fibroid had rotated to the left, so that the right ovary and tube were 
over on the left side, thus pushing the left tube and ovary to the back. 


Eclampsia and its effect on the later health of mother and child Bund has 
collected data from the histories of patients and their infants following 
eclampsia and he has arrived at the following conclusions :— 

(1) Women who have once had eclampsia are very predisposed to a 
similar condition in following pregnancies. 

(2) Of diseases arising later chronic nephritis and epilepsy may be 
considered as being a result of the eclampsia. 

(3) The prognosis as regards the life of the child is bad during the first 
few weeks, but later the prospects of life are not affected by the eclampsia. 


Diagnosis and operation of a unilateral hematometra in a uterus bicornis bicollis. 
Cases of uterus bicornis bicollis in which there is on one side also a 
partition between uterus and vagina are sufficiently rare to make the 
diagnosis of a unilateral hazematometra very difficult. 

Sohn reports the case of a girl of 13 who was brought to the clinic on 
account of a large swelling in the right side of the pelvis which was giving 
rise to pressure symptoms. The child had menstruated normally for two 
months. Investigations of the alimentary tract and the urinary system 
proving negative and laparotomy was undertaken. It was then discovered 
that the swelling was a much enlarged right half of the uterus to which the 
right tubes and ovary were attached. The tumour was opened and emptied 
of blood and a communication established with the cervix on the left side, 
and with the parents’ consent the patient was sterilized. 


On ectopic gestation. In view of varied opinions held on the point of 
etiology, differential diagnosis and treatment of ectopic gestation, Kuncz 
gives an account of his experience in 150 cases. Of these 126 were operated 
upon, and 24 were treated conservatively. Of the operated ones five died, 
but they were received in a moribund condition. 

As regards etiology, the history usually reveals a previous inflammation, 
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gonorrhcea or fever following a miscarriage or confinement. Diagnosis is 
difficult in early pregnancy, but usually fairly easy in the second half. 
As regards treatment Kuncz considers that on the whole operative treat- 
ment is the best and involves the least risk. 


The danger of manual removal of the placenta or placental rests. Opinions 
differ widely on the question of manual removal of the placenta. Most 
authorities are agreed that in severe post-partum haemorrhage one is 
forced to remove the placenta or rests in the first place. But where 
there is little or no hemorrhage some authorities advocate removal of the 
placenta after three hours, whereas others deem it safer to wait indefinitely 
rather than introduce the hand into the uterus. Similarly some authorities 
advocate immediate removal of placental rests whether there is haemorrhage 
or not, others would wait until the diagnosis of retained products is 
absolutely definite. 

With these varying opinions in view Naiditsch has invested a certain 
number of such cases. He has come to the following conclusions :— 

(1) That manual removal of the placenta is not more dangerous than 
any other intra-uterine manipulation. 

(2) That in the case of hemorrhage the uterus should be explored at 
once, as delay in doing so has an adverse effect on recovery. 

(3) That placental rests—even the smallest—should be removed imme- 
diately after birth. 

(4) That if placental rests are suspected the uterus should be explored 
whether there is hemorrhage or not. 

(5) In the case of retained placenta it should be manually removed after 


three hours, naturally presuming other methods—-Credé, etc.—have been 
tried. 


A reply to Dr. Hans Baumm on his work on the treatment of cervical tears 
following spontaneous birth. Johannsen is of opinion that all cervical tears 
should be repaired at once irrespective of whether there is much or little 
or no bleeding. It is not an easy operation, but he considers that anyone 
practising midwifery should be able to do it. F. FOCKE. 


Muenchener Medizinische Wochenschrift. 
Vol. 72, No. 36, September 4, 1925. 
*Extraction in breech presentation with special regard to forceps delivery. 
Seidl. 


*The treatment of abortion. Becker. 

The treatment of gonorrhoea by pellidol. Buschke and Langer. 
Vol. 72, No. 37, September 11, 1925. 

*Tertiary syphilis and strictures of the female urethra. Bernhart. 


Extraction in breech presentation with special regard to forceps delivery. 
Seidl gives an historical and critical account of the treatment of breech 
presentation by instrumental delivery, especially by forceps. In the author’s 
opinion forceps delivery should be employed in breech presentation, where, 
with proper technique, it yields very good results when the usual methods 
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have failed. He describes the technique of Gauss and of Doederlein, who 
both recommend the use of forceps in breech presentation, and have by their 
methods obtained most favourable results. 

The following is the technique of Gauss :— 

1. Breech in the pelvis. With the dorsum of the child directed back- 
wards the forceps should be applied in the second or between the second 
and third positions. In no circumstances must the handles be lowered lest 
the forceps lose their firm grip and slip off. With the forward direction 
of the child’s back the forceps must lie deep in the first position, in which 
also the traction must be accomplished. If the breech is situated in the 
oblique diameter the saine technique is to be applied, whilst only the direc- 
tion of the forceps changes in accordance with the maternal pelvis. In 
those rare cases, where the back of the child is turned entirely either to the 
right or the left, one can depart from the rule to grasp the breech accurately 
in the hip-plane and yet no injury will be caused to the child. 

2. Impacted breech. The forceps have to be applied in the transverse 
diameter of the maternal pelvis, one blade grasping the posterior surface 
of the femurs, while the other seizes the back of the child’s pelvis, the 
upper edge of the blade protruding only a little beyond the crest of the 
ileum. 

Doederlein’s technique is thus described :—According to the pelvic 
plane, in which the breech is presented, the forceps should be applied in 
the oblique or transverse diameter of the maternal pelvis. The blades must 
grasp on each side both the trochanter major and the crest of the ileum; 
the blades must never come to lie on the abdomen. Kristeller’s grip should 
be employed during traction, otherwise the child may alter its position. 


The treatment of abortion. In view of the fact that the question of conser- 
vative or expectant versus active therapy in febrile abortion is still an open 
one, Becker reviews all the cases, 1,785 in number, which have been sub- 
mitted to active treatment in the Maternity Clinic in Karlsruhe during the 
period 1900—1921. The average length of stay in hospital was nine days. 
1,524 cases (84.2 per cent.) of all abortions showed on admission a temperature 
up to 37.9° C. (100.2° F.), in 1,356 cases (89.57 per cent. of afebrile abortions) 
the course of recovery was smooth, while in only 159 (10.43 per cent.) symp- 
toms of reaction could be noticed; 29 cases with fever lasting longer than 
the first day after curettage had been performed, had a febrile puerperium ; 
three woman died, the mortality being thus equal to 0.19 per cent. 261 
(15.75 per cent. of the total of the abortions) were admitted to the clinic 
with a temperature of 38° C. (100.4° F.) and above. Full and uncomplicated 
recovery ensued in 179 of these cases (68.51 per cent. of the febrile abortions) 
with a following normal puerperium ; in 82 women (31.4 per cent.) the fever 
continued after the operation, and 4o cases had a febrile puerperium. These 
figures correspond to 15.32 per cent. morbidity, whilst the mortality 
amounted to 5.74 per cent. (15 cases). The total mortality is 2.61 per cent., 
the total morbidity 8.61 per cent. The author recommends active treatment 
of abortion by curettage not only in cases with little or no fever, but also in 
those with high temperature and rapid pulse. In the latter intravenous 
injection of collargol or argochrom has also been employed, either at the 
time of dilatation by laminaria tents or soon after curettage, argochrom 
proving to be more effective than collargol; further digitalis and pituitary 
extracts as well as an autoserum, prepared from the blood taken on the 


‘ 
4 
; 


Review of Current Literature 147 


occasion of the intravenous injections have been administered. In these 
statistics are not included cases of complicated abortions, which, as a 
routine, have been treated conservatively. 


Tertiary syphilis and stricture of the female urethra. Bernhart reports the fol- 
lowing case in order to show that every patient with symptoms of cystitis 
should be submitted to a thorough examination not only of the urine, but 
also of the genito-urinary tract, and that in ulcers of uncertain etiology 
syphilis should also be taken into consideration. His case was that of a 
woman of 45 years of age, married for 23 years, sterile, her husband stated 
to be in good health. There was no family or individual history of syphilis. 
The patient had been twice (in her 18th and 39th year) operated on for 
polypi of the urethra. At the time of the first examination, four years ago, 
she complained of strangury, of burning before and after passing water, 
and of a sanguineo-purulent discharge. The external orifice of the urethra 
was ulcerated, the ulcer extending up to the mucosa of the tuberculum of 
the bladder, the latter showing also cedema bullosum. The urine contained 
red and white blood corpuscles, and much mucus; its reaction was ampho- 
teric; and the front of the vulva was covered with pus and mucus. In spite 
of the negative Wassermann test the author diagnosed the affection as a 
gummatous ulcer, which diagnosis proved correct, since treatment by neo- 
salvarsan caused the ulcer to disappear. Two years later symptoms of 
strangury again appeared, the patient being one day quite unable to pass 
urine. These symptoms were caused by another polypus of the urethra, 
with extreme stricture of the latter, which developed at the site of the 
former ulcer. Three strictures altogether were found, which, though causing 
at first alarming symptoms, were finally overcome, and the patient 
recovered. The treatment consisted in dilatation by bougies, sitz baths, 
administration of urotropin and belladonna suppositories. 

P. ASHKENASY. 


La Clinica Obstetrica. 
*Contribution to the treatment of ovarian insufficiency with Roentgen rays. 
M. Bolaffio. 
Malignant leiomyoma of the uterus. O. Viana. 
Metaplastic connective tissue neoplasm of the vulva. P. Podaliri. 
On the value of exploratory vaginal puncture in gynecology. F. Clauset 


The treatment of ovarian insufficiency with Reentgen rays. Bolaffio considers 
that irradiation of the ovary with weak doses of Roentgen rays is of value 
in cases of (1) primitive or recent amenorrhcea, (2) opsomenorrhcea, 
(3) menorrhagia of puberty. It is rarely and incompletely of value in 
(1) secondary and long-standing amenorrhoea, (2) hypomenorrheea, (3) 
secondary hypermenorrheea. Irradiation of the thyroid in hypermenorrhcea 
with thyroid hypertrophy has given good results. The author has irra- 
diated the hypophysis and performed hem1-castration. 

The effects of irradiation with weak doses do not appear to be the result 
of tissue stimulation but rather to be due to humoral reactions at a distance, 
although destruction of pathological follicles results. 

Irradiation of the ovaries with weak doses appears to be quite innocuous. 
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Annali di Ostetricia e Ginecologia. 
Vol. xlvii, No. 9, September, 1925. 
*Anatomico-pathological observations on epithelioma of the cervical mucosa. 
M. Massazzo. 
*A case of dicephalus dipus dibrachius bispinale. G. Dossena. 
*The biological significance of the novocaine-formalin reaction of Costa.— 
Autoplasm-therapy. Rio. 
Vol. xlvii, No. 11, November, 1925. 
Honouring Senator Luigi Mangiagalli. 
*Recent methods for permanent enlargement of the pelvis. C. Vergesi. 
Vol. xvvii, No. 12, December, 1925. 
*A contribution to the study of coagulation of the blood in pregnancy. A. 
Giaccone. 
Illustrations of an acephalo-acardiac monster. C. Bua. 
*Gyneecological post-operative cystitis. G. Albano. 


Anatomico-pathological observations on epithelioma of the cervical mucosa 
Massazzo considers that while it is not possible to distinguish with certainty 
the initial form of epithelioma of the cervical mucosa specifically adeno- 
matous in type, alterations may be seen in the glandular epithelium which 
indicate commencing anaplasia and thus are of value as the initial manifes- 
tation of a malignant tumour. Two fundamental types of epithelioma of 
the cervical mucosa exist as shown by their differences in structure and 
histogenesis. 


A case of dicephalus dipus dibrachius bispinale. The characters presented by 
this type of somatopagous dicephalic monster are sufficiently indicated by 
the title. A number of excellent plates accompany this article. 


The biological significance of the novocaine-formalin reaction of Costa—autoplasm 
therapy. Costa’s reaction consists in the formation within fifteen minutes 
of a greyish or greyish-yellow precipitate on the addition of formalin to 
novocainized citrated plasma. Rio considers that it is due to the union 
of two bodies, one being formed in the plasma in the defensive mechanism 
of the organism, the other being a toxic substance arising during the infec- 
tive process, analagous to the formation of antibody and antigen respec- 
tively. The precipitating substance is also highly specific for the infective 
toxic agent of the disease. The reaction thus appears to indicate an 
immunity phenomenon. 

Based on these investigations Costa has evolved a new method of auto- 
plasm therapy for infective diseases, and by its use has obtained good 
results in the treatment of puerperal infections. 


Recent methods for the permanent enlargement of the pelvis. Vercesi describes 
two operations devised for producing a permanent enlargement of the 
pelvis, recording a large number of illustrative cases. These operations 
are : (1) The superior partial symphysiectomy of Costa, and (2) the resection 
of the promontory of Rotter, known also as resection of the sacro-vertebral 
angle, the name given to this operation by Mangiagallo. 


A contribution to the study of the coagulation of the blood in pregnancy 
Investigating the coagulability of the blood in pregnant, parturient and 
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puerperal women by the method of Bloch, Giaccone found that it was 
progressively augmented from the middle of pregnancy, reaching a 
maximum at term and then decreased in labour and in the puerperal until 
it became normal again. 


Gynzcologicail post-operative cystitis. Albano alleges that so-called gynz- 
cological post-operative cystitis’? is not rarely encountered. It follows 
surgical intervention of the internal genital organs, especially the uterus 
with a frequency varying with the type of intervention and the operative 
trauma. It results within thirty days and presents a multiform symptoma- 
tology with prevalence of diurnal pollachiuria. The prognosis is favour- 
able, the condition disappearing spontaneously or after short medical 
treatment. The predilection is for patients about 35 years of age, but may 
be met with before 25 and after 4o. In the latter case an eventual correla- 
tion with menopausal disturbances may be suspected. be aad Ne 


Boletin de la Sociedad de Obstetricia y Ginecologia de 
Buenos Aires. 
August, 1925. 

*Meningeal haemorrhage due to toxzemia of pregnancy. R. Mestre. 
*Cancer of the uterus. A. Pavlovsky. 
An interesting complication of obstetrical fracture of the femur in a newly- 

born infant. M. Perez and R. A. Rivarola. 
Foreign body in the bladder. J. C. Ahumada. 
Ulcero-caseous tubercle of the ovary. J. C. Ahumada. 


October, 1925. 
*Post-Ceesarean lochia-metria. J. Gabaston. 
*Two successive angular pregnancies in the same patient. T. Gonzalez. 


Meningeal hemorrhage due to toxemia of pregnancy. At the meeting of the 
Obstetrical Society of Buenos Aires, Mestre described a case of fatal 
meningeal hemorrhage, occurring in a primigravida 27 years of age. The 
patient had suffered slightly from sickness and vomiting during the first 
two months of pregnancy, but these completely disappeared and she con- 
tinued at work, apparently in good health, till the sixth month. She then 
suddenly began to suffer from intense headache and from sickness, which 
soon became intractable. The urine was loaded with albumin and the 
blood tension was high. To relieve the headache lumbar puncture was 
performed, 15 cc. cerebrospinal fluid being withdrawn. It was noted that 
this issued under great pressure and was uniformly blood-tinged. The 
patient was put under appropriate medical treatment, and admitted in a 
few days to the Maternity Hospital, with the view of inducing labour. 
Three days after admission, however, her condition had changed so much 
for the better that artificial delivery was postponed and she was allowed 
milk diet. A slight relapse occurred a week later when fish diet had been 
permitted, disappearing on reversion to fluids. Within a month she 
appeared to be so well that she was discharged on condition that she 
observed rigidly the diet prescribed, and returned frequently for examina- 
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tion. There was still a trace of albumin in the urine, but the blood pressure 
had fallen. Three days after returning home, without any premonitory 
symptoms of relapse, she had a convulsive attack followed by hemiplegia, 
and an hour later she died. Though the exact site of the anatomic lesion 
was never ascertained, it was certain that death was due to hemorrhage of 
the nerve centres, severer than the one which had occurred six weeks 
previously. 

Investigation of the history gave no indication of the existence of former 
lesions of heart, brain or kidneys. There was no evidence of syphilis, 
hereditary or acquired. Therefore the cause of the haemorrhage could be 
attributed only to the hyper-tension of the arteries, due to toxins developed 
during pregnancy. 

In confirmation of Mestre’s views as to the site of haemorrhage, Costa 
described a case with similar symptoms, seen by him some t:me previously, 
In his case—a primigravida in the seventh month of pregnancy—lumbar 
puncture gave no relief. The patient died four hours later in asphyxial 
convulsions. A post-mortem examination showed a fairly large heemor- 
rhage in the cerebellum. There was nephritis and fatty degeneration of 
the liver. Costa thinks it open to further investigation in similar cases, 
whether hyper-tension alone could produce hemorrhage. 


Cancer of the uterus. Pavlovsky describes his experience of treatment by 
radium in thirty cases of uterine cancer. He classifies his cases into: 
(1) those treated by radium before operation, (2) those treated by radium 
only, (3) those treated by radium after operation. In the first group radium 
destroyed the associated organisms (eé.g., streptococcus) which are always a 
source of danger at operation, and the action of radium seemed to limit the 
extent of the tumour. It was noteworthy that in these cases the post- 
operative course was rapid and good. He had no trouble with adhesions, 
which he had feared radium might cause. 

(1) (a2) Radium application in small doses, 80—100 milligrams, during 
24 hours 1o—15 days before operative intervention, seems to be the most 
favourable procedure for the operation and after. (b) Total abdominal 
hysterectomy (Wertheim) is the operation of choice. (c) When Wertheim’s 
operation is contraindicated, Cuneo’s vagino-perineal operation is the best 
for the hysterectomy. (d) Vaginal applications of radium, 20—-30 days after 
operation, with careful regard to dosage and time of applications, contri- 
butes to the success of the operation. 

He considers post-operative radium therapy indispensable in some cases, 
and useful in nearly every case, even though it is not exempt from risk. 
There is a great field for the employment of radium in cases in which the 
success of an operation is doubtful, and in which suspicious nodules recur 
in the cicatrix or in the vagina. It ameliorates the condition and prolongs 
the patient’s life. There is danger of recto-vaginal or vesiculo-vaginal 
fistula occurring if the tissues surrounding the nodule are not thoroughly 
screened, or if the dosage is not well regulated. 

(2) Out of 30 cases 14, from the wishes of the patients or from other 
circumstances, were treated by radium-therapy only. Three of these cases 
were operable, and the greatest success was obtained with one of cancer of 
the fundus. 

While not denying the beneficent action of radium, he believes that, with 
an operable case of cancer, either of cervix or body, surgery is more effica- 
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cious than radium. Complete destruction of the neoplasm is never sure. 
When a recurrence was seen it occurred in situ, precisely where the radium 
had acted most intensely, and where one might have thought the tumour 
would be completely destroyed. Radium-therapy in operable cases, even 
with advanced cachexia, has considerably improved the general condition 
of the patient for two months, but after this recurrence has been the rule. 
In all inoperable cases, however, results are excellent compared with any 
other treatment. In general, more than one or two applications are useless, 
as the disease has extended further, and the risks of fistule are great. 
Radium-therapy should be supplemented by medical treatment; for exam- 
ple, large doses of sodium cacodylate or serum injections may be given. 
Deep Roentgen therapy may also be useful, but the writer was unable to 
employ it. 


Post-Czsarean lochia-metria. Gabaston describes a case of retention of 
lochia after Ceesarean section. The patient, a multipara, aged 31, had a 
bad obstetrical history. In each of three previous pregnancies the presen- 
tation had been abnormal and the child was either stillborn or died imme- 
diately after birth. She came to hospital almost at term in her fourth 
pregnancy, anxious to have a living child. Examination showed a trans- 
verse presentation in a flat rachitic pelvis. Three attempts to rectify the 
presentation by external version proved unsuccessful, the foetus always 
reverting to its original position. It was then decided to perform Ceesarean 
section, and this was carried out just after labour pains had begun. The 
patient took the anzesthetic badly, becoming cyanosed as the uterus was 
exposed. She recovered rapidly, but the child was delivered semi- 
asphyxiated and artificial respiration was necessary. There was consider- 
able uterine inertia and, in spite of repeated injections of ergotinin, pitui- 
trin, etc., the uterus was pale and not satisfactorily contracted when 
replaced. For twenty-hour hours the patient seemed to be going on 
favourably, then the pulse rose to 100 on the first day, and to 120 on the 
second day. There was no lochial discharge. On the third day the pulse- 
rate remained 126, and intense thirst and meteorism of abdomen appeared, 
and peritonitis seemed to be threatened. On passing a tube into the cervix 
escape of foetid chocolate-coloured lochia took place and on opening one 
edge of the abdominal wound sanguinous purulent fluid with gas-bubbles 
came from the pouch of Douglas. A rubber drainage tube and two gauze 
drains were introduced. The woman was almost immediately relieved. 
Drainage was continued. By the fourth day the pulse had fallen to 84, 
and all the distressing symptoms had disappeared. Mother and child left 
hospital 27 days after operation. 

Gabaston attributes the complication to the atony of the uterus alter 
operation, and its subsequent engorgement with blood. This possibly 
caused the body to be ante- or retroflexed on the lower segment, obstruct- 
ing the outward discharge of lochia through the cervix, and causing it to 
flow back through the uterine wound into the abdominal cavity. There 
infection from the intestinal tract was superposed, and had operation not 
taken place early the developing peritonitis might have proved fatal. 


Two successive angular pregnancies occurring in the same patient. Gondalez de- 
scribes two angular pregnancies occurring in two succeeding years in the 
same patient. When first seen the patient was 2} months’ pregnant. She 
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had consulted a physician because of severe pain in the pelvis and right 
iliac fossa almost from the cessation of menstruation. A moveable tumour 
about the size of an orange, could be felt in the right uterine horn. Its 
movements were transmitted to the uterine body, and there was no clear 
line of demarcation between them, and pregnancy was allowed to proceed. 
At the beginning of labour it was decided to perform Cesarean section 
because of the extreme thinness of the uterine wall (it was seen later to be 
only 1cc. thick), because of the nature of the contractions which were 
energetic and irregular, and because the mother was a primigravida and the 
child very large. 

The operation was successful. The uterus was found to be heart- 
shaped, with the placenta in the right horn, and the foetus had developed 
within the uterine cavity. 

Nineteen months later the patient returned almost at term of her second 
pregnancy. The implantation of the cvum iad been ascertained to be the 
same as in the first, and gradually, as the pregnancy proceeded, the foetus 
occupied the cavity of the uterus. The contractions of the second labour 
were normal and regular. The child was evidently small with vertex 
presentation, so labour was allowed to go on till almost the end, when high 
forceps were used to prevent any strain on the cicatrix of the Ceesarean 
section, which was comparatively recent, and also to save the perineum. 
The puerperium was normal. 

The author considers the case interesting because of its second occur- 
rence. He points out (1) the difficulty in differential diagnosis between 
tubal and angular pregnancy. Decision was given in favour of the latter 
because the tumour was intimately united to the uterine body, the uterus 
contracted with it, and the tumour projected forwards. It was impossible 
to ascertain the origin of the round ligaments. (2) The importance of being 
certain in diagnosis, because, if there had been any doubt early intervention 
would have been indicated. (3) This case shows that angular pregnancy 
can go safely to term. (4) That treatment must vary according to circum- 
stances. Operation was advisable in the first pregnancy, but prophylactic 
forceps delivery the only method required in the second, as circumstances 
were more favourable. J. H. FInsHi.. 


Revista Medica Latino-Americana. 


November, 1924. 
*Curie-therapy of cancer of the uterus. N. Capizzano. 


February, 1925. 
*Observations on 442 cases of uterine fibromyomata and their surgical 
treatment. N. Capizzano and L. Molinari. 


June, 1925. 
*Feminine eunuchoidism or ovaro-dystrophic ‘‘ gerodermia.’”’ R. A. 
Izzo. 
Vol. x, No. 120, September, 1925. 
*Pre- and post-operative acetonurias. C. Cardini and F. Martinez. 
*Tuberculosis and pregnancy—artificial pneumo-thorax in pregnancy and. 
parturition. A. Raimondi and T. Gonzalez. 
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’ Curietherapy of uterine cancer. Referring to progress recently made in the 
surgical treatment of cancer of the cervix, Capizzano admits, like other 
surgeons, that the great obstacle to success is lateness in diagnosis. Out 
of 70 cases of uterine cancer, which he examined in one year, only five 
were in a condition which promised permanent recovery after operation. 
This small percentage of operable cases led him to employ other methods, 
either to cure cancer independently or to facilitate its surgical extirpation. 
Capizzano advocates that the line of attack should be thus arranged : 
(1) radium therapy, (2) surgical excision, wherever possible, and (3) deep 
Roentgen therapy combined with chemical therapy. He thinks that to 
invert this order, or to omit any of the steps, is contrary to logic and 
common sense, and prejudicial to the patient’s chances of cure; because 
(1) radium destroys the local lesion, but does not hinder. the appearance of 
metastasis, and as Regaud says, ‘‘ does not protect the victim against a 
second cancer very different from the first.’’ (2) Therefore, an action so 
powerful and useful as radium should be followed by extirpation of the 
diseased organ, if possible, and always by prophylactic irradiation of 
lymphatic tracts likely to convey cancer cells. 

Having established what he regards as fundamental concepts, Capizzano 
proceeds to discuss the technique necessary to obtain the best results. He 
has employed the Beta radiation, advocated by Abbe Janeway and Sole, 
and also the Gamma radiation, of which method Regaud is the most 
advanced exponent. He found that though the first is adequate for small 
and circumscribed tumours, the latter is more efficacious for neoplasms 
which are larger and tending to proliferate. In these cases, which unfor- 
tunately are in the majority, Gamma radiation seems best to fulfil the 
requirements of good radial therapy : (a) it increases the time of exposure 
and gives the greatest quantity of radiation possible; (b) it does it with 
hard, i.e., much filtered, rays (1-2 mm. platinum), and (c) it multiplies the 
foci, so that the tumour is irradiated homogeneously, and not a single 
mitosis is left unattached. 

Seven cases treated by Regaud’s method have given, so far, most 
encouraging results, though the time which has elapsed since treatment is 
too short to give a definite pronouncement of cures. 

Capizzano usually employs 1adium filtered with gold 2mm. thick. He 
places the radium in gold tubes, which are placed either in the crater of 
the tumour or forming a V in the cervix. The tubes are surrounded with 
a sheath of rubber to prevent secondary radiation, and the vagina is well 
tamponed with gauze to favour its distension and the distribution of the 
rays. The proceeding is renewed daily for seven days, and each day there 
is a preliminary disinfection of the vagina. At the end of this time the 
tumour has absorbed 40o—50 m.c.d., the tumour has disappeared, and cica- 
tricial tissue has formed giving the impression of a clinical cure. The 
treatment is completed by irradiation, prophylactic or curative, of the 
ganglionic zones, and injections of the heavy metals are given to stimulate 
organic defence. 

To illustrate possible accidents which may occur with radio-therapy, 
Capizzano describes four cases in which intense radial shock occurred 
during treatment. The patients thus affected were profoundly anaemic and 
had had severe hemorrhages before treatment. He observed some cases of 
rectitis and a few of cystitis. In one case severe pelvic peritonitis developed 
but yielded to treatment. 
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Forty-nine cases were manifestly inoperable, and the general condition 
of most of these was bad. Nevertheless, distinct amelioration took place in 
most. Four were subsequently operated on, and he considered that twelve 
others had been rendered fit for operation. Subsequent observation of all 
the cases which had improved leads him to conclude that a percentage of 
inoperable cases may be cured by radial treatment only. With regard to 
the difficulties which may beset surgical intervention after radial treatment, 
he thinks that possibly these have been magnified, and that they are not 


very great if surgical operation takes place within a month after radio- 
therapy. 


Observations on 442 cases of uterine fibromyomata and their surgical treatment. 
The authors publish statistics of 442 cases of fibromyomata, treated during 
the last twenty-five years. Their aim is twofold: (1) to show the progress 
in surgical treatment and results during that period, and (2) to indicate 
the value of hypotheses as to the consequence and causes of the disease. 

Dividing the twenty-five years into two periods, the first from 1899—1910 
and the second from 1910—.1925, they find that the case mortality has fallen 
in the second period from 12 per cent. to 8 per cent. This may be partly 
due to age difference, as patients in the first period seem to have sought 
treatment at a later age, but it is partly due to less precipitancy and greater 
care with which treatment is now conducted. They think that the greater 
use of Curie- and Roentgen-therapy alone or in conjunction with surgery, 
will easily reduce mortality by one half or more. 

Sterility as a consequence of myomata was present in nearly 20 per cent. 
of the cases. Syphilis, hereditary or acquired, could be traced in 11 per 
cent. Cancer in parents of the patients had occurred in only 4.65 per cent. 
Therefore the authors do not consider that syphilis or cancer are determin- 
ing or predisposing causes. 

They advocate conservative treatment wherever possible, and careful 
attention to the condition of all organs such as heart, liver, kidneys, or 
arteries. 


Feminine eunuchoidism or ovaro-dystrophic gero-dermia. Izzo describes a case 
resembling infantilism, but which he concludes should be classified as one 
corresponding to hypo-function or eunuchism in the male. 

The principal features of the diseases are gero-dermia and ovarian dys- 
trophy. He therefore proposes that the term feminine eunuchoidism or 
ovario-dystrophic gerodermia should be applied to it. 


Pre- and post-operative acetonurias. The authors discuss the various causes 
which, as well as diabetes, may cause acetonuria before or after operation ; 
among such causes are :— 

(a) Fever—intensity of acetonuria often varying with the degree of 
temperature, but sometimes with its duration or chronicity. 

(b) Inanition—this may explain the acetonuria accompanying many 
neoplasms especially of the digestive tract. 

(c) Traumatic and operative shock—acetonuria due to these causes have 
been extensively studied during the last war. 
(d) Ane@sthesia—the toxic effect of chloroform on the liver cells is well 
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known. Ether, though less harmful, is not so innocuous as is usually 
supposed. Local anasthesia gives a very high percentage of cases. Some 
authors think there is a psychic element involved in this condition. 

(e) Hepatic insufficiency—this may be due to suppuration of any abdo- 
minal organ, e.g., the appendix, the gall bladder, etc. To this group 
specially belongs the acidosis of pregnancy. 

The authors describe a case of acetonuria occurring during the course of 
dn acute adnexitis, with hepatic insufficiency. Treatment by ordinary 
methods and with the usual drugs was unsuccessful, but with small doses 
of insulin the aceetonuria rapidly disappeared. The mode of action of 
insulin in these cases is still hypothetical. It is probable that it affects 
the acidosis by retarding the formation of acetone bodies, or that it acts as 
a katalyzing ferment on these bodies if they are already formed. 

The authors advise treatment by insulin, in addition to ordinary treat- 
ment, in all cases of severe acetonuria. 


Tuberculosis and pregnancy : artificial pneumo-thorax in pregnancy and parturition. 
The authors refer to the fact that in many tuberculous women the 
pulmonary lesion improves during pregnancy, and grows worse after 
parturition. The amelioration is doubtless due to the elevation of the 
diaphragm caused by the enlargement of the uterus, and to the relative 
repose of the affected lung thereby obtained. The aggravation of the 
pulmonary lesion after childbirth is due to the brusque decompression of 
the lung in consequence of descent of the diaphragm. Pregnancy has acted 
as a pneumo-thorax.”’ 

The authors describe seven cases of tuberculosis and pregnancy, in two 
of which, because of hamoptisis and other symptoms, they performed 
artificial pneumo-thorax during the fourth month. The results were 
successful, cough, temperature and heemoptisis ceased, and in each case the 
pregnancy ran a normal course. In five cases, as the tuberculous lesion 
showed signs of amelioration during pregnancy, the authors performed 
pneumo-thorax soon after delivery, so that they might prevent any aggra- 
vation of lung symptoms after descent of the diaphragm. In all cases lung 
symptoms improved and the puerperium was normal. In cases where it 
was impracticable to produce a pneumo-thorax, thoracic compression, after 
delivery, was employed. 

The conclusions to which Raimondi and Gonzalez arrived are :— 


(1) Since pregnancy does not always aggravate tuberculosis, it is well 
to avoid the systematic interruption of pregnancy, because its consequences 
may be serious. 

(2) In a case of pregnancy and tuberculosis conservative therapy should 
be employed wherever practicable. 

(3) In every tubercular pregnancy with a unilateral lesion in evolution, 
artificial pneumo-thorax is advisable. 

(4) In those cases where the tubercular symptoms seem to be suspended 
by pregnancy, artificial pneumo-thorax should be produced soon after 
delivery to prevent re-aggravation of the tuberculous lesion. 

(5) Tuberculous mothers should not nurse their children. 


J. H. 
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Gazetta Medica Italo-Argentina. 
July 15, 1925. 

A new sign of cardio-vascular asthenia. Vacarezza and Tiscornia. 
Possible vago-tonic influence in Stokes-Adams’ syndrome. B. Bullrich 
and A. Lacroze. 

*Observations on some cases of peritoneal tuberculosis. R. Falcone. 


Observations on some forms of tubercular periionitis. Falcone, referring to a 
former work published in 1922, again draws attention to the striking 
difference in form and severity of tubercular peritonitis, seen by him in 
Naples and in the province of Cosenza. In Naples peritonitis was generally 
ascitic in tyype. In Cosenza 62.5 per cent. of the cases were dry, fibro- 
adhesive or ulcerative. The latter cases were much more malignant and, 
therefore, in the country, the prognosis was graver than in the town. It 
seemed strange that people, living in excellent climatic conditions and in 
purer air should show greater susceptibility to the disease. The probability 
is that in the town a species of partial immunization goes on, while the 
reverse is the case in the country. 

With the increase in emigration followed by the return of the emigrants, 
two scourges are being loosed in the provinces—syphilis and tuberculosis. 
The town population, exposed to gradual tuberculization, come to acquire 
a partial immunity. Active infection becomes rarer and, when it does take 
place, it tends to assume a less severe and more chronic form. The rural 
population, on the other hand, suddenly transported into or exposed to 
tubercular surroundings, are defenceless against infection. Their manner 
of living in the winter—crowded together in small huts—and the absence 
of sanitation, are contributory factors to the ease of infection. They readily 
succumb to tuberculosis and to severe forms of the disease. 


J. H. FILSHILL. . - 


Revista Medica de Barcelona. 
No. 1, 1925. 


*Dermatoses, typical of pregnancy : herpes gestationis or impetigo herpeti- 
forme? D. Font and F. S. Rabert. 


Dermatosis typical of pregnancy: herpes gestationis or impetigo herpetiformis? 
The authors summarize the symptoms of apparently two different forms of 
skin disease, due to pregnancy toxeemia, and describe a case difficult to 
catalogue as either disease, since in many points it resembled both. 

Herpes gestationis was first described by Milton in 1872 and Impetigo 
herpetiformis by Hebra in the same year. Both diseases are typical of 
pregnancy; the first might almost be considered diagnostic, since it has 
been observed only in pregnant or puerperal women. On the other hand 
Impetigo herpetiformis has been known to occur in other women, and very 
occasionally in men. Usually, however, it occurs in pregnancy or the 
puerperium. 

As regards resemblance : (a) both diseases usually begin during the last 
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three months of pregnancy; (b) they appear in successive crops, which 
suffer exacerbation at the time of confinement, but disappear during the 
puerperium, and (c) they tend to recur in succeeding pregnancies. As 
regards difference : (a) Herpes gestationis is a polymorphic eruption, unac- 
companied by constitutional disturbance, beginning on the extremities, and 
scarcely ever becoming general. Pruritus is a marked symptom. The 
prognosis of the disease is benign. (b)Impetigo herpetiformis is an eruption 
at first vesicular but which rapidly becomes pustular and confluent. It is 
preceded by rigors, and accompanied by rise of temperature, pulse-rate, and 
arterial tension, and by albuminuria, diarrhcea, and general malaise. 
Pruritus is an inconstant symptom. The prognosis is very grave. 
Dubreuihl records that out of 24 cases, personally observed, 18 died. 

The dermatosis in the case now recorded occurred in the sixth month of 
pregnancy in a primigravida, aged 22. The patient complained of intense 
abdominal pruritus, due to a vesicular rash surrounding the umbilicus and 
in all the strize of the abdomen. The general health was good. There was 
no pyrexia and no albuminuria. In spite of medical treatment the eruption 
quickly extended and became pustular. Eight weeks later the whole 
cutaneous surface was covered with eruption, and the general health 
suffered. Confinement occurred spontaneously but prematurely at the 
eighth month. The child (male) was born alive, and was normal in appear- 
ance. The placenta was healthy. 


On the day of confinement there was a sudden marked change for the 
worse—greater pyrexia, anuria, diarrhoea with blood. For four days the 
patient seemed in extremis, then gradually all the dangerous symptoms 
subsided. The eruption was succeeded by desquamation in casts, e.g., of 
the fingers, and of the soles of the feet, and the hair and nails fell off. After 
long convalescence there was complete recovery. The hair and nails grew 
normally, and the skin showed no disfigurement. 


A second pregnancy occurred a few months later, and pursued a per- 
fectly normal course, terminating with the birth of a female child. There 
was no indication of dermatosis. Five months later the woman became 
pregnant for the third time, and the third pregnancy resembled the first. 
She came to hospital at the sixth month with a vesicular eruption, and 
twenty days later the whole cutaneous surface was involved. It was decided 
to try injections of serum, obtained at term from a case of normal preg- 
nancy. After the fourth injection there was marked improvement, and a 
month later, after the eighth injection, the eruption and all its constitu- 
tional effects completely disappeared. With no other treatment than lacto- 
vegetarian diet and attention to regular hygienic life, the pregnancy 
terminated normally, a male child being born. 

The authors prefer not to classify this dermatosis. They consider that 
pemphigus, urticaria and other skin diseases can be definitely excluded, 
and that without doubt the dermatosis was due to toxins developed during 
pregnancy. 

The question arises whether the sex of the infant was a determining 
factor, as the patient did not suffer from skin disease during the second 
pregnancy. 

Considering the success which followed injection of normal pregnancy 


serum, the authors unreservedly recommend this treatment when other 
treatment fails, J. H. FinsHm. 
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La Semana Medica. 


August, 1925. 
Modern views regarding jaundice and the jaundice of pregnancy. M. Perez. 
*Choreic symptoms in pregnancy. M. Perez and Brea. 
*Heematuria in pregnancy. M. Perez and Cardenus. 


Choreic symptoms in pregnancy. The authors publish two cases of chorea 
in primigravidee. In one case the patient had suffered from chorea while 
a child, but had been cured in a month. In the second there was no history 
of previous attacks of the disease. According to the patient’s mother there 
had been great opposition to her marriage from all the members of her 
family, and this circumstance had affected her mental and physical health. 

In the first case the aphorisin of Barnes seemed to be fulfilled: ‘‘ It is 
impossible to count chorea as cured. Pregnancy is the touch-stone of 
chorea.” 

In both cases repeated negative Wassermann tests disproved syphilis as 
a predisposing factor. Toxzemia of pregnancy must therefore be invoked 
as a causal factor, awakening in the one case a lesion latent since childhood 
and in the other causing an encephalopathic condition to manifest choreic 
symptoms. 

In the recurrent case chorea made a late appearance—after the first half 
of pregnancy—and lasted a long time—four months after confinement. In 
the other, chorea appeared early during the first month and lasted about a 
month. It yielded to treatment by arsenic, which was found useless in the 
other case. In neither case was interruption of pregnancy recommended. 


Hematuria of pregnancy. The authors discuss the difficulty of determining 
whether hematuria occurring during pregnancy should be attributed to 
the mechanical and toxic effects of pregnancy, or whether it could be traced 
to some previous lesion in the urinary tract. Cases intrinsically due to 
pregnancy seem to be less frequent recently, one reason possibly being that 
more exact methods of determining the origin of the haemorrhage lead to 
more accurate classification, 

Perez and Cardenas describe a case in which they could trace no other 
cause for hematuria than pregnancy. The patient, a vii-para, aged 27, 
suffered from hematuria about the sixth month of pregnancy and again 
about the eighth. The first hematuria lasted fourteen days, the second 
only four. There was no evidence of aneemia. Heematuria ceased spon- 
taneously. 

External examination elicited slight tenderness over the left renal region 
and over the left ureter. Cystoscopic examination showed only very slight 
functional inertia of the left kidney and normal elimination from the right. 
There was no history nor evidence of any previous disease of the urinary 
tract. 

In view of these circumstances the authors think the case may be 
regarded as one due to pregnancy, pressure or toxeemia causing congestion 
of the vessels in the left kidney or ureter. Any sudden strain on these 
distended vessels might lead to hemorrhage. Probably if the left kidney 
had no antecedent lesion it might be weaker in function than the right, so 
yielding more easily to the strain caused by pregnancy. 

J. H. 
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Kinki Fujinkwa Gakkwai Zassi. 
Vol. viii, No. 1, January, 1925. 

*Some pathological changes in the ovary due to bacterial toxemia. S. 
Murawo. 

The experimental studies of intra-uterine death of the foetus. K. Ogasahara. 

Experimental contribution to the fate of olive oil intravenously injected. 
K. Ogasahara. 

Histological investigation of the labia minora of Japanese women. H. 
lijima. 

On the rapidity of growth of cervical cancer of the uterus. R. Mibaijashi. 

On the external genitals of native Formosa women. H. Ijimara. 

A case of extra-uterine pregnancy with so-called placenta praevia extra- 
uterina. H. Ohara. 

A case of myoma of the portio. S. Mizuhara. 

A case of Werlhof’s disease with genital bleeding. G. Gooya. 

Syphilis and pregnancy. (Collective Review.) Neugarter. 

The corpus luteum. (Collective Review.) Geller. 


Vol. viii, No. 2, July 1925. 

Myometrial endocrine gland. C. Muraoka. 

Insulin for hypereemesis gravidarum. C. Muraoka. 

On the action of magnesium on the heart, and its relation to the action 
of calcium and potassium. K. Kataishi. 

*Morphological changes in the female organs of rabbits by feeding with 
lipos and lipoid substances. I. Study of animals fed with fat sub- 
stances containing cholesterin. II. Study of animals with neutral fatty 
food. C. Muraoka. 

On the relation between acute infectious diseases and pregnancy. T. 
Nishizuka and H. fijima. 

On localized abnormal torsion of the umbilical cord. C. Muruaoka. 

On testing the patency of the Fallopian tubes (pertubation). (Collective 
Review.) S. Katsuya. 


Tuberculosis of the genital apparatus. (Collective Review.) W. H. 
Breslaw. 


Vol. viii, No. 3, September, 1925. 

Comparative investigations on the pharmacological reaction of the excised 
normal and pregnant uterus. S. Schimol. 

Comparative studies on the action of pharmaka on the different parts of 
the excised uterus. S. Schimol. 

On the time of the first conception. R. Susaki. 

The curative effects of the operation for sterility. M. Yoshida. 

An experiment concerning ‘‘ placental hormone.’”? M. Doi. 

On the influence of calcium in the nutrient fluid on the action of pharmaka 
on the isolated rabbit small intestine. K. Kabaishi. 

*Some effects of drugs upon abortion and on the chief entrails. S. Sakai. 

Two cases of erythromelalgia during pregnancy. N. Ishikawa. 

Icterus neonatorum. (Collective Review.) W. H. Breslau. 


The treatment of post-partum hemorrhage. (Collective Review.) H. 
Thaler. 
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Some pathological changes in the ovary due to bacterial toxemia. Murawo finds 
that bacterial toxins produce parenchymatous odphoritis similar to that 
which is seen in phosphorus and arsenical poisoning and may account for 
the sterility of women that results from the acute infectious diseases. 


Morphological changes in the female organs of the rabbit by feeding with lipoid 
substances. By making animals suffer from continuous lipemia, Muraoka 
recognized that the changes of senile degeneration occurred in their uteri 
and ovaries as in other organs, and resulted in a disturbance of the func- 
tions of ovulation and internal secretion. 


Some effects of drugs on abortion. Sakai points out that the present condi- 
tions [in Japan] of hard existence and moral depravity are likely to cause 
increasing criminal abortions. The means of abortion vary with the social 
and intellectual conditions of people, but to produce abortion they use 
common medicines which they believe to be effective, namely, aloes and 
sulphate of iron. Sakai concludes that these drugs seem to be effective to 
this end, but are often fatal owing to their intoxication. 


Medical Science: 


Abstracts and Reviews. 


The following abstracts are reprinted from ‘“ Medical Science : Abstracts 
and Reviews,” by kind permission of the Medical Research Council 


Vol. xii, No. 6, September, 1925. 


Acid effect of hydrochloric acid and lactic acid. R. G. Flood. Am. J. Dis. 
Child., 1925, 29, 757—760. Abstracted from ‘‘ Medical Science, Abstracts 
and Reviews, 1925, xii, 6, 460. 

In feeding milk acidulated with hydrochloric acid and also with lactic 
acid, the author noted some interesting clinical points. The mothers of 
those children being fed on milk acidulated with hydrochloric acid stated 
that the infants urinated more frequently than normally, and the urine was 
persistently acid to such an extent that the buttocks were often excoriated. 
As the result of his investigations, the methods of which are given in detail, 
he is able to state that hydrochloric acid milk exerts a marked diuretic 
action not shared by lactic acid formulas. The total acidity of the urine, 
which is the measure of the acid effect produced by any ingested acid, is 
markedly increased by hydrochloric acid, but is little changed by lactic 
acid milk. The reason that lactic acid has little effect on the total acidity 
of the urine is probably because it is completely oxidized in the blood- 
stream, and, therefore, has little effect on the acid base balance of the blood- 
plasma. D. PATERSON. 


The duodenal content of infants in health and during and following diarrhea. 
W. C. Davison. Am, J. Dis. Child., 1925, 29, 743—756. Abstracted from 
‘“ Medical Science, Abstracts and Reviews,” 1925, xii, 6, 461. 

The author has studied the relation between the results of the analyses 
of duodenal contents and the state of digestion in 25 patients. The hydro- 
gen-ion concentration and the amylase and trypsin activity were determined, 
and anzerobic cultures were made from 50 specimens of duodenal contents. 
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Six normal infants, eight convalescent from diarrhoea (non-dysenteric), six 
others who died of diarrhoea, and five who died of dysentery (Flexner) 
composed the group he investigated. The methods employed for this 
apparently simple procedure are given clearly and in detail. He sum- 
marizes his results by saying that the data suggests that in digestive 
disturbances in infants, especially in diarrhcea, and to a lesser extent in 
bacillary dysentery, the activity of the duodenal amylase and trypsin is 
decreased, and the hydrogen-ion concentration of the duodenal contents and 
the number of colon bacilli in the duodenum are increased. It seems 
plausible to suppose that five factors may be responsible for the production 
of diarrhoea in infants: (1) a primary cause which is at present undeter- 
mined, but which may be different in individual cases, namely, external 
heat, fever, infections, and overfeeding with an improper diet; (2) a reduc- 
tion in the activity of the duodenal enzymes and secretions as a result of 
the primary lesion; (3) an accumulation of undigested and unabsorbed 
food material in the duodenum as a consequence of the reduction in enzy- 
matic activity; (4) the invasion of this food material by organisms of the 
colon group from the cecum and large intestine; and (5) the fermentation 
of this food material by these organisms and the formation of irritating 
end-products which accelerate peristalsis and produce diarrhoea. 
An excellent bibliography is appended. D. PATERSON. 


Has the mortality from cancer changed in Copenhagen? P. Heiberg. 
Ngeskr. f. Laeger, 1925, 87, 460. Abstracted from ‘‘ Medical Science, 
Abstracts and Reviews,” 1925, xii, 6, 461. 

To answer the question in the title of his paper, Heiberg has selected 
the age period 55—64 for the 20-year period 1904-23. The deaths from all 
forms of cancer in Copenhagen for this age group in each of the five years 
of the 20-year period under review were as follows :— 


Men... ... 354 440 £488. 528 

Women 483 561 644 
These figures suggest that there has been a rise of about 50 per cent. in the 
cancer mortality between 1904 and 1923, and that the death-rate from cancer 
is considerably greater for women than for men. But the following cor- 
rected figures, showing the number of deaths from cancer for every 10,000 
living persons in the same age-group, proves how misleading the above 
figures are :— 

Women 51 


These figures show that the cancer mortality in the age group investigated 
has remained remarkably stationary, and that it is about 20 per cent. lower 
for women than for men. C. LILLINGSTON. 


Nature of the action of the growth vitamin in promoting growth. K. Scheer. 
Jahrb. f. Kinderh., 1925, 108, 171-9. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,’ 1925, xii, 6, 487. 

Various suggestions have been made as to the nature of the action of 
vitamin B. in promoting growth. According to Schaumann the vitamin is 
concerned in the phosphatid synthesis, while Funk has suggested that it 
influences glycogenesis. Uhlmann attributes to the vitamin a general 
stimulating action on glandular activity, and Abderhalden and Hess have 
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demonstrated its effect in increasing the gaseous metabolism. Recently 
Glanzmann has noted the loss of turgor of the tissues of rats fed on a diet 
free from vitamin B. 

The author has studied the effect of vitamin B. on the hydration of 
colloids in vitro, using muscle-tissue and gelatin in serum or in Tyrode 
solution. He used a vitamin derived from brewer’s yeast, and also Reyher’s 
yeast preparation known as hevitan. With the addition of the vitamin to 
the solutions a considerable increase in the weight of the muscle or gelatin 
occurs, the preparations favouring colloid hydration. This action is not 
due to the salt contact of the vitamin preparation, nor to any change in the 
reaction of the medium. Thymus administered to rats deficient in vitamin 
B. influences the weight favourably and delays death. He finds that 
thymus, in contradistinction to other ductless glands, exercises a marked 
influence in increasing the turgor of tissues, and points out the pasty, 
swollen appearance of the child suffering from status lymphaticus. He 
suggests that excess of vitamin B. in the diet may produce a similar condi- 
tion. O. L. V. DE WESSELOW. 


Pelvic actinomycosis. W. M. Brickner. Ann. Surg., 1925, 81, 343. 
Abstracted from ‘‘ Medical Science: Abstracts and Reviews,’’ 1925, xii, 6, 
507. 

The author reports five consecutive cases of pelvic actinomycosis which 
were cured by operations. The principle followed was to open up every 
sinus with its branches, to remove as much of the diseased wall as possible, 
and to drain freely. Irrigation with iodine solution was used at frequent 
intervals. Every case required several operations before cure was reached. 
The author says that the infection passes through the intestines and reaches 
the extraperitoneal tissues, including the muscles. Here the organism 
grows, forming the characteristic brawny tissue. He believes that infec- 
tion of bone is not so common as has been believed in the past, and that 
the passage of the organism through the intestinal wall may occur without 
leaving any permanent record. 

One of his cases began on the left side, presumably spreading from the 
descending colon, but later the right side was affected. In another case the 
lymphatic glands were attacked, although this is usually regarded as a 
rare occurrence. The author says that actinomycosis may be well advanced 
and suppurating for many months before a persistent search for the 
organism is rewarded. After drainage the streptothrix may disappear 
from the pus, or the granules may be found at only long intervals. The 
granule is a diagnostic fetish. He maintains that, with or without the 
presence of granules or of non-granule-forming mycelia, actinomycosis may 
be, and should be, diagnosed on the history, the behaviour, and the appear- 
ance of the case. Often the odour of the pus is characteristic. Potassium ~ 
iodide did not exercise any demonstrable benefit in this series of cases, even 
in large doses over long periods. Copper sulphate was altogether dis- 
appointing in all cases in which it was tried. The same may be said of the 
one trial of neosalvarsan. X-rays and radium had been employed systema- 
tically in another of the cases without benefit, before it came to the author’s 
hands. He thinks that vaccines may give satisfactory results in the buccal 
and cervico-facial regions, but not in abdominal actinomycosis. Bold and 
persistent surgical attack is the only remedy attended with any success. 
C. A. PANNETT. 
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Excision of coccyx. A. Peiser. Zentralbl. f. Chir., 1925, 52, 789. Ab- 
stracted from ‘‘ Medical Science : Abstracts and Reviews,” 1925, xii, 6, 508. 
In excising the coccyx by means of the usual median incision, Peiser 
has at times found that the apposition of the wound edges is unsatisfactory 
in spite of every care. As a result a serous discharge occurs at the defective 
spots and complete healing by first intention is not obtained, even in aseptic 
operations. The author attributes this to the lateral position assumed by 
the patient after the operation, which, especially during movements, causes 
dragging on the sutures. In addition, the skin is drawn from the bed of 
the wound and secretion collects in the cavity beneath. Moreover, during 
the operation the lateral position and the deep situation of the line of 
incision in the groove of the buttock render the accurate insertion of the 
sutures somewhat difficult. The proximity of the incision to the anus is 
also a disadvantage from the point of view of asepsis. For these reasons 
Peiser has discarded the median incision and adopted a short curved incision 
with the concavity downwards, made transversely at the junction of the 
sacrum and coccyx. The incision is carried directly down to the bone, and 
the skin with the subcutaneous tissue fat dissected downwards. The inser- 
tion of a few deep sutures effects the complete obliteration of the edges of 
the wound-cavity by the fatty tissue. There is no difficulty in securing 
good apposition of the edges of the wound, and movements of the patient 
in the lateral position have no injurious effect, since the dragging that 
results is parallel to the line of incision. The author finds that patients 
complain less of after-pain in the wound, and healing has always occurred 
by first intention. T. W. P. LAWRENCE. 


Micro-organisms of carcinoma and sarcoma. F, Purpura. Policlin., 1925, 32 
(Sez. chir.), 74. Abstracted from ‘‘ Medical Science: Abstracts and 
Reviews,’ 1925, xii, 6, 509. 

The author, who is director of the Institute of Pathology in the Univer- 
sity of Palermo, says that he had never applied himself to the investigation 
of the etiology of cancer until recently when an examination of the blood 
in a case led him to study the possibility of a parasitic origin. In six 
consecutive cases of carcinoma and three of sarcoma, all of them still 
‘beneath the surface ”’ (chiuso), by withdrawing blood from the tumour 
and at the same time from a superficial vein, he has obtained positive results 
in all cases. Photomicrographs of the organisms (mycetae), which he 
believes to be identical, are reproduced. The organisms are pathogenic to 
rabbits and guinea-pigs, but the nodules resulting are so far not described 
minutely. Agglutination tests have proved positive in two sarcoma 
patients. FE. Rock CARLING. 


On sarcoma of the uterus in infancy. F. Vigi. Bull. d. sc. med. di Bologna, 
1924, 2, 750. Abstracted from ‘‘ Medical Science: Abstracts and Reviews,” 
1925, Xii, 6, 516. 

This paper is worth mentioning owing to the extreme rarity of sarcoma 
of the uterus in infants. The author summarizes the cases so far published 
and adds the clinical history of another one which could be fully investi- 
gated also from the histopathological point of view. The diagnostic diffi- 
culties, both clinical and pathological inherent to such cases, are separately 
discussed. The tumour investigated by the author was observed in an 
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infant of 26 months, and consisted of short, spindle-shaped cells, with sarco- 
myxomatous areas and a certain number of multinucleated giant cells. | 
C. Da Fano. 


Pneumonia associated with Bacillus abortus (Bang) in foetuses and new-born calves. 
J. Exper. M., 1925, 41, 639—647. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,’’ 1925, xii, 6, 520. 

The author points out for the first time that a pneumonic condition 
occurs in foetuses and new-born calves due to B. abortus. Such pneumonic 
lesions may maintain B. abortus in the body for as long as a month. 

J. E. 
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REPORTS OF SOCIETIES. 


THE ROYAL, SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 


Meeting of the Section was held on December 3rd, 1925, the President, 
Mr. T. G. STEVENS, F.R.C.S., in the Chair. 


Specimens were shown by Dr. EVERARD WILLIAMS (read by Dr. BARRIS) : 
(1) Fallopian tube containing a loose fragment of menstruating endome- 
trium associated with endometrioma of the ovaries. (2) Uterus showing 
multiple polypi of the cervix. 

Remarks on these specimens were made by The PRESIDENT, Dr. Fair- 
BAIRN, Dr. LOCKYER, Dr. ANDREWS and Mr. W. KING 

Short communications were read by Dr. D. J. MALan: (1) Gliosarcoma 
in a full-time still-born foetus. (2) Ruptured acute pyosalpinx during the 
third month of pregnancy. 

Abstract of Dr. D. J. MaLan’s short communications :— 

Dr. D. J. Malan reported a case of Gliosarcoma of the left cerebrum 
complicated by bilateral internal hydrocephalus in a full-time still-born 
foetus. The labour was long, but the foetus showed no external signs of the 
pathological condition found at autopsy. The interest of the case lay in 
the great rarity of the pathological condition. It also emphasized the great 
importance of making a full autopsy on all still-born foetuses. 

He also reported a case of ruptured acute pyosalpinx complicating a ten 

_weeks’ pregnancy. 

The patient had had two early miscarriages followed by a normal full- 
time pregnancy 11 years ago. After 10 weeks’ amenorrhoea she developed 
an acute condition resembling ruptured tubal pregnancy in every respect. 
At laparotomy it was found that she had free pus in the abdominal cavity 
with a ruptured left acute pyosalpinx. The Fallopian tube was removed 
and drainage provided. She miscarried the next day, but eventually made 
a good recovery. There was no history nor evidence of any past pelvic 
inflammation. 

These cases were discussed by the PRESIDENT, Dr. ANDREWS, Dr. Fatr- 
BAIRN, Dr. EDEN, and Professor L. McILroy. 

Dr. FAIRBAIRN agreed to the extreme rarity of the rupture of a pyo- 
salpinx into the peritoneal cavity and said he had never had a case of his 
own in which this accident had occurred, but that one had happened in the 
gyneecological ward at St. Thomas’s Hospital during his term of service 
there. The patient was under his late colleague, Dr. Walter Tate, and, 
having no acute symptoms, was given the usual bath on admission to the 
ward. During the cleansing process acute abdominal pain came on and 
became so severe that Dr. Tate was summoned, and some hours later per- 
formed an emergency abdominal section. Pus was found free in the pelvic 
peritoneum coming from a ruptured pyosalpinx, 
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PUERPERAL SEPSIS. 

Papers were read on this subject (1) by Dr. H. J. Puinuirs: “ Rational 
Treatment of Puerperal Infection,’ of which the following is a_ brief 
abstract. His paper was based on the results obtained from the treatment 
of a series of cases of puerperal infection in Monsall Hospital, Manchester. 
He pointed out how easily and frequently the uterine wall becomes grossly 
infected, and showed the beneficial results of the use of glycerine in utero, 
whereby a flow of lymph through the uterine wall into the cavity is pro- 
moted and drainage of the wall thus assured. Dr. Phillips said that hopeful 
results had been obtained in Manchester by the use of arsenical drugs 
intravenously and by the transfusion of immunized blood in those cases 
which had developed hzemolytic streptococcic septicaemia. 

(2) By Dr. L. CoLresrook: ‘‘ Some Laboratory Investigations in con- 
nexion with Puerperal Sepsis.’’ Dr. Colebrook described a method for 
determining the power of the blood to kill haemolytic streptococci. The 
essential feature of the method was the provision of a simple mechanism by 
which the blood was kept slowly moving while in contact with the microbes. 
The ‘ resistance ”’ to streptococci, as gauged by this bactericidal test, had 
been determined in a number of women in the different stages of labour 
and the normal puerperium. More often than not the “ resistance ’’ of 
these women was well above the normal level. Such increased ‘‘resistance”’ 
was associated with a leucocytosis. 

The same bactericidal test applied to cases of puerperal septicaemia 
showed that the capacity of the blood to kill streptococci was usually very 
much reduced in this condition—a consequence of the reduced efficiency of 
the leucocytes, to which attention was first called by the late Prof. Shattuck 
and Dr. Dudgeon. 

Speaking of blood cultures in septicaemia, Dr. Colebrook suggested that 
this should aim at a quantitative report, and not simply ‘ positive ”? or 
‘‘negative.”’ An approximate estimate of the number of microbes in the 
patient’s circulating blood was of considerable value for prognosis and also 
for the evaluation of remedies employed. 

With reference to local treatment of puerperal sepsis, Dr. Colebrook 
urged that the experience gained in the war in the treatment of wounds 
infected with haemolytic streptococci should be more generally applied to 
the wounds of the genital tract. The experimental work of Sir Almroth 
Wright and the success of the Carrel-Dakin method (which Dr. Fleming’s 
work had shown to depend upon the flow of lymph induced rather than 
upon a direct antiseptic action) gave strong support to the practice of 
lymph-drainage by glycerine as advocated by Dr. Remington Hobbs. 

Dr. Colebrook spoke next of the possibility of assisting the patient’s 
defences by blood transfusion and the arsenical drugs of the neosalvarsan 
type. The reasons why the transfusion of ‘immune ” defibrinated blood . 
had frequently been disappointing in septicaemia were discussed and 
experiments shown which suggested that the use of whole blood, reinforced 
in leucocytes, might be expected to meet with more success. Experimental 
work with novarsenobillon continued to give results which had promise of 
clinical usefulness in septiceemia although it was quite possible that, as in 
trypanosome infections, success would not be obtained at the first trial. 

In the discussion that followed the reading of these papers, remarks 
were made by Professor McIuroy, Mr. A. Win.ett, Dr. Morris, Mr. H, 
Tayior, Mr. F. N. REYNOLDS, and the PRESIDENT. 

Dr, Pum.irs and Dr, CoLEBRooK replied. 
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THE NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
- SOCIETY. 


A meeting of the North of England Obstetrical and Gynzecological 
Society was held at Manchester on Friday, October 16th, 1925. The Presi- 


dent, Dr. J. E. GEMMELL, (Liverpool), was in the Chair. 


The President, at this first meeting of the session, referred in sympa- 
thetic terms to the recent death of Dr. Harold Clifford, who was President 
of the Society in 1922. A very shy man, and very modest, sound of judg- 
ment, and an excellent diagnostician, in spite of his store of practical 
knowledge of Obstetrics and Gynzecology, and possibly as a result of this 
‘trait’? in his character, his contributions to the proceedings of the 
Society and to the literature of our subject had been limited. Dr. Clifford’s 
quiet humour and charm of manner would leave a blank in the social side 
of the meetings, which it would be difficult to replace. A resolution of 
condolence with his relatives was passed in silence, and the Secretary 
instructed to forward to them this, their record of sympathy. 

One new member was elected. 

Dr. DoucGal, (Manchester) showed a specimen of Degenerating fibroma 
of the ovary removed from a single woman 25 years of age, who had had 
complete amenorrhcea for two years. On examination, abdominally, the 
tumour was about the size of a seven months’ pregnancy, and at operation 
it was found to be a cystic fibroma of the left ovary, the uterus and other 
ovaty being apparently normal. There was no free fluid present. 

Dr. Dougal also showed a specimen of a large broad ligament fibroid, 
removed from a married woman, 47 years of age, who had irregular 
menstruation for two years. She had had. three children, the last nine 
years previously; a swelling had been noticed for four years, with occa- 
sional, but not very definite, abdominal pain. 

The specimen consisted of a very large broad ligament fibroid, which 
had grown downwards to the right of the uterus, and through the right 
wall of the cervix into the cervical canal. Sections showed that the part 
of the tumour in the cervical canal was covered by a layer of cervical 
mucosa. 

The PRESIDENT thought the second specimen was probably a cervical 
fibroid and not a broad ligament one, because of the position of the cervical 
mucosa. 

Dr. BripE (Marchester) showed a Fibroid with complete fatty infiltra- 
tion. The specimen had been removed by supra-vaginal hysterectomy from 
a patient 63 years of age, who stated that 12 or 13 years ago she had had 
severe bleeding after six years’ amenorrhcea. A month previous to opera- 
tion there had been further severe bleeding, and her doctor plugged the 
vagina on that occasion. The last of her four children was born 29 years 
ago. 

Clinical examination showed a very large swelling of the abdomen; 
there were no pressure symptoms or pain. At operation free globules of 
fat were floating in the peritoneal cavity, and the tumour, which, imme- 
diately after operation, weighed 94 Ibs., was removed. The specimen was 
a fibroid the size of a football, whose cut surface had the appearance of pure 
fat, and microscopical section showed fat and very little stroma. 

Williams, in his book of ‘‘ Uterine Tumours,” referred to a remarkable 
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example of this condition reported by Briinings. The cut surface of this 
tumour presented a bright yellow appearance, just like fatty tissue, and 
histological examination showed that large areas of myomatous substance 
had been replaced by fatty elements. The rarity of these tumours was 
referred to in the ‘‘ Ten Teachers of Gynzecology ” :—‘‘ Fatty degeneration 
in fibroids is rarely met with to a degree appreciable to the naked eye— 
soft, yellow patches may be seen.” 


Dr. BRIDE also showed a Uterus removed following Caesarean section for 
concealed accidental haemorrhage. ; 

Since Dr. Fletcher Shaw, at the Royal Society of Medicine, read his 
paper on ‘‘ Caesarean Section and Hysterectomy for Accidental Haemor- 
thage,’’ in October 1916, in which year five such cases occurred and were 
reported in the Maternity Report of the St. Mary’s Hospitals, Manchester, 
only two further cases, in which Ceesarean section with hysterectomy was 
deemed necessary, were recorded, one in 1921 and one in 1922. Being 
extremely loath to have recourse to this treatment in a young primigravida, 
Dr. Bride said he had nearly temporized too long in this case. The patient 
was aged 27, a primigravida at term, with the signs and symptoms of con- 
cealed accidental hemorrhage. The membranes were ruptured, a tight 
binder applied and a teaspoonful of liquid extract of ergot given. Six 
hours later the patient was much worse, the nurse said that she had 
‘‘ watched the fundus become visibly larger.’”? The pain was intense, great 
pallor was present, pulse 140 and temperature 97° F. Czeesarean section 
was then decided on. Much free blood was found in the peritoneal cavity, 
the broad ligaments were infiltrated with blood, and the uterine wall, also, 
to a large extent. When the uterus was opened the placenta and mem- 
branes were found completely separated floating in a great quantity of 
blood. The dead child was removed and the uterus, having made no effort 
to contract, was removed as quickly as possible. 

The uterus, and a microscopical section of its wall, were shown. 


Dr. DouGat (Manchester), in reference to the second cases, said the 
problem of treatment was very difficult, and even when abdominal opera- 
tion was decided upon, it was not easy to know whether to perform 
Czesarean section only, or to follow this with a hysterectomy. He had had 
two severe cases, in both of which Czesarean hysterectomy had-been per- 
formed, but in one of them, a young woman, and a primigravida, his present 
opinion was that the uterus might have been saved. In this case the uterus 
contracted well after being emptied, so in all probability there would have 
been no post-partum haemorrhage had it been left. Dr. Whitridge Williams 
stressed this point at the recent Congress in London, and said that he never 
removed the uterus if it showed signs of contracting after the Caesarean 
operation. The point was of no importance in multiparous women, but 
these cases sometimes occurred in young primigravidee, and it was then 
desirable to save the uterus if possible. 

Mr. Mites Puitiirs (Sheffield) referred to a similar case, already 
reported, in which the uterus was not removed after Czesarean section. 
Although its wall and the adjacent broad ligaments were widely infiltrated 
with blood, it contracted perfectly after evacuation of its contents. Involu- 
tion was not delayed, and two years later the patient bore a full-term, 
healthy child. 


Dr. Leith Murray (Liverpool) reported Two cases of utriculoplasty for 
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uterus bicornis unicollis (symmetricus) followed by repeated pregnancies, 
which will appear in a later number of this Journal. 


Dr. LeirH Murray also reported A case, aged 29, of fibroid uterus with 
early intra-uterine death : forty-one fibroids, weighing 1} lbs., enucleated 
through a single external uterine incision. 


Dr. Stacry (Sheffield) reported a Strangulated umbilical hernia occurring 
with pregnancy at full term. 

Mrs. B., aged 39, 10th gravida at term, had had seven full-term children 
born alive, and two miscarriages, the last labour three years previously. 
For 13 years she had suffered from an umbilical hernia which caused no 
difficulties with any of the six confinements since its appearance. She was 
admitted to the Jessop Hospital on August 21st, 1925, with a history of 
pain in the hernia, increase in its size and vomiting for two days. An 
encma on the day before admission produced no fiecal result, but a slight 
amount of flatus. For 24 hours previous to admission vomiting had been 
intestinal in character. The temperature was 99.4, pulse 92, and respira- 
tion 28 on admission, and two enemata given were unproductive of result. 
The patient was not in labour and the foetus was presenting by the breech. 
There was an umbilical hernia, the size of a foetal head, tender, nodular, 
and with tense cedematous skin, slightly ulcerated in patches, covering it. 

An elliptical, vertical incision was made over the hernia and the sac 
opened. The greater portion of the sac was occupied by adherent omentum, 
which was excised. A loop of ileum had protruded through one opening 
and returned to the abdomen through another, the constriction being 
between the two. The constricting band was severed and the gut for two 
feet was plum-coloured, and no peristaltic wave passe along it. There 
was no ulceration of the constricted gut, but above the strangled loop very 
considerable distension. Resection was decided on, but after a side-to-side 
anastomosis the gut recovered sufficiently to postpone resection. 

Cresarean section was then performed and a full-term male child 
delivered alive. 


The gut now appeared to have somewhat recovered; there was a sus- 
picion of peristalsis so the whole loop was returned to the abdomen and the 
abdominal wall closed without too elaborate measures for the radical cure 
of the hernia, for the patient was in a collapsed condition. A small drainage 
tube was put in. The stomach was washed out before the patient left the 
table. 

The patient’s recovery was uneventful, she did not again vomit, the 
temperature only on one occasion rose to 100°, the tube was removed on 
the third day and the sinus healed in a month, and the patient left hospital 
in five weeks’ time with no apparent signs of hernia. 

Dr. Stacey invited criticism on the following points :— 

(1) After relieving the obstruction, would it have been advisable to leave 
the patient to go into labour and deliver herself naturally? He pointed 
out that it was only after the time spent in doing Czesarean section that it 
was determined not to resect the gut. 

(2) Was the order of operation correct? Should the Cesarean operation 
have been performed first and then measures taken to deal with the 
strangled gut, either by resection or drainage with a Paul’s tube? 

The PRESIDENT, in answer to Dr. Stacey’s query as to the method of 
procedure, said he had no doubt at all that the treatment of the strangulated 
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hernia as the first operation was the best method of dealing with the 
complication. 


Mr. Mites Puitiirs (Sheffield) congratulated Dr. Stacey on the result, 
and cited three reasons for approving of his decision to do a Cesarean 
section, viz. :—(1) To afford room for the returned bowel, (2) to lessen strain 
on the sutured abdominal wall, and (3) to relieve the patient of the stress 
of labour during convalescence from a serious operation. 


Mr. Stacky briefly replied. 


Mr. W. W. KinG (Sheffield) related a case of Ovarian pregnancy, which 
will appear in a later number of this Journal. 


Mr. ALFRED GouGH (Leeds) read notes on Some cases of malformation 
of the pelvic organs. 

During a period of a few months the author had encountered the follow- 
ing cases :— 


(1) Atresia of vagina with menses retained up to the age of 25 years. 

(2) Two cases of absence of uterus and vagina, 

(3) Uterus didelphys with vaginal abnormality. 

(4) Unicornuate uterus with absence of the appendages of the left side. 

Pelvic kidney. 
(5) Double ureter discovered in the course of a Wertheim operation. 
Dr. DonaLp (Manchester) referred to a case of his where a pelvic kidney 

was found at operation, and the organ was left in situ and, unfortunately, 
a fatal result ensued. Following a sub-total hysterectomy symptoms of a 
low, toxic type developed within a few days, these got rapidly and progres- 
sively worse. Dr. Donald believed that interference with the pelvic kidney 
without its removal was almost certainly responsible for this. 


Mr. Goucu, in reply, said there was no objection to the removal of a 
pelvic kidney if there were another functionating organ. 


Dr. LeitH Murray (Liverpool) read a paper on Myomectomy ; a report. 
of sixty cases of enucleation of fibroids from the non-gravid uterus, which 
will appear in a later number of this Journal. 


The PRESIDENT, in congratulating Dr. Leith Murray on his paper and 
the excellent results he had obtained, remarked that in the treatment of 
fibroids, conservatism in the child-bearing period had always to be con- 
sidered, and that he practised myomectomy whenever possible. In cases 
where fibroids were numerous, however, he had found that the uterus 
presented such a ragged appearance after myomectomy that he frequently 
deemed it advisable to finish the operation by sub-total hysterectomy. Dr. 
Leith Murray’s courage in leaving the uterus in such cases, the freedom 
from hemorrhage and fatality and the subsequent pregnancies with partu- 
tition at term, marked a very important “ progress.” 

The President recalled that in 1897, at a meeting of this Society, the late’ 
Dr. Alexander had related six cases of abdominal myomectomy for fibroids, 
varying in number from 6 to 26, and that the operator left the uterus 
attached to the abdominal wall, having packed the cavity with gauze. The 
uterus was thus treated extra-peritoneally. This operation had been 
condemned and the opinion expressed that myomectomy for multiple 
fibroids was not practicable. In the history of the advancement of gyne- 
cology in relationship to abdominal operations and treatment, there has 
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always been a time when workers considered we had reached the limit of 
success and yet in a few more years the impracticable had been proved 
practicable. Technique had steadily improved, and familiarity with, and 
confidence in, the peritoneum and peritoneal cavity had led up to the 
reliance on successful attainment. That seedling fibreids could be missed 
and so further operative treatment become necessary at a later date, he did 
not think was a contra-indication, as, in the meantime, the patient might 
have had children or, at any rate, for some years have retained that peace 
of mind that hope of maternity gives the childless woman. 

Dr. FLETCHER SHAW (Manchester) said that he had listened with very 
great pleasure and interest to Dr. Leith Murray’s paper, but he thought 
both he and Mr. Victor Bonney were under the impression that this opera- 
tion was done much less frequently than it really was, merely because 
people did not write papers upon it. It was a generally accepted operation 
performed by some surgeons more frequently than others but still done by 
almost all gynecologists in certain cases. In a young woman who might 
reasonably expect to have further family it was, of course, the ideal 
operation, but where a woman had already had several children and was 
getting towards the age of 40 years or over, he thought the position should 
be clearly put before the patient and she should be left to take the choice 
between hysterectomy with absolute certainty of no further trouble or 
myomectomy, which would conserve the uterus but with the slight risk of 
recurrence of the ofiginal trouble. 

He believed that recurrence was a definite factor which must be taken 
into consideration in each case. With the greatest care seedlings could 
be overlooked, and quite recently he had had to operate for the second time 
upon several patients. In these cases he had been struck by the frequency 
in which a loop of intestine was firmly adherent to the uterine scar, though 
in none of-his cases had there been any clinical symptoms of this condition. 

That it was possible to remove a large number of fibroids from the uterus 
to become pregnant was well illustrated by a case which he had described 
before the Society, in which he had removed 23 fibroids from a uterus and 
a few years later that patient had become pregnant and was delivered of a 
full-term child without any untoward symptom. 

Dr. DonaLp (Manchester) congratulated Dr. Leith Murray on his 
excellent paper. Dr. Donald said that he had removed a fibroid by 
myomectomy in 1890 and had used buried catgut here for the first time. 
He was not so favourably disposed to myomectomy for two reasons : first, 
that in many cases women did not want children, and secondly, the result 
of the operation was not so satisfactory as hysterectomy. 

Professor BricGs (Liverpool) could show that it was impossible to clear 
out all the fibroids from the uterus on every occasion. He thought there 
was a considerable difference between the words ‘ myomectomy ” and 
“‘enucleation.”” In performing myomectomy he had always practised 
‘‘ stabbing ”’ the capsule freely to make it more evident in enucleating the 
fibroid. 

Mr. W. W. KING (Sheffield) thought that the condition of the cervix 
ought to be considered and that myomectomy should never be done while 
a cervix, potentially cancerous, was left behind. 

Dr. Forpycr (Edinburgh) had been deterred from do‘ng myomectomies 
by the hemorrhage and shock that resulted. Cutting into the capsule of 
the fibroid he considered of great importance. In later life, or after the 
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woman had had three or four children, the operation of hysterectomy, in 
his opinion, was preferable to myomectomy. 

Dr. LeitH Murray, in his reply, thought that the words ‘‘ myomectomy” 
and ‘‘enucleation’”’ were almost synonymous. In his paper he had specially 
limited the cases to women of child-bearing age. He had encountered 
haemorrhage and shock on very few occasions, and only in one case had 
there been intestinal obstruction. He thought that Dr. Fletcher Shaw 
might find the gut adherent to the scars following hysterectomy operations 
if occasion arose to re-open the abdomen. 

A Meeting of the North of Engand Obstetrical and Gynecological 
Society was held at Sheffield on Friday, November 20th, 1925. Mr. M. H. 
PuiLuirs (Sheffield), Vice-President, was in the Chair. 

Dr. K. VERNON BaILEY (Manchester) read a paper on the Clinical aspect 
of medicinal induction of labour. Since the publication of A. C. Williamson 
on “ Induction of Labour by the use of Castor Oil and Quinine,” in 1922, 
much interest had been taken by the staff of St. Mary’s Hospitals, Man- 
chester, and labour had been induced in a large number of cases by this 
method, or a slight modification of it. In consequence, the efficiency of 
quinine and castor oil combined in stimulating the uterus to contract, had 
been well demonstrated, and the specific action of those drugs on the 
uterine muscle had been recognized. 

There were definite types of cases in which the employment of this treat- 
ment appeared to be called for. The drugs were administered in the follow- 
ing way : a dose of 2 ounces of castor oil, one hour later half an ounce of a 
mixture containing quinine sulphate, gr. x, acid sulph. dil. m. x, glycerine 
m. xx, spr. chlorof. m. v, and water to the half ounce; one hour after this 
a simple enema, and two hours later another dose of the mixture; three 
hours later a further dose of the mixture was given and then again in four 
hours. Certain of the cases of this series were also treated with pituitrin 
in $cc. doses half-hourly, commencing five hours after the last dose of 
quinine and 3 ccs. in all given. The method approximated move to that 
described by Watson. 4o gr. of quinine were used, but the treatment was 
discontinued where nausea or ringing in ears was complained of. 

Indications. The chief indication for induction of labour by medicinal 
means was in cases presenting uncertainty as to the progress of the labour 
and in which induction by mechanical means was contra-indicated owing 
to the possible necessity of resorting to Caesarean section. 

Many such cases terminated successfully, the child being born normally 
and perhaps without interference by forceps, when labour had been induced 
medicinally. During the course of such a labour Cesarean section could 
be resorted to if necessary without undue risk. 

The primigravidee so treated exhibited some degree of minor pelvic 
contraction (diagonal conjugate might be as small as four inches). The - 
presentation and position being normal, the foetal head might be (i) mobile 
at the pelvic brim—possibly due to causes other than the pelvic contrac- 
tion ; (ii) fixed at the pelvic brim, but exhibiting some very slight degree 
of “‘ overlapping ”’; (iii) fixed but high: its greatest diameter being above 
the plane of the pelvic brim. Cases might be anything from eight months 
pregnant to post-mature, and it was considered that delivery per vias 
naturales was a sound possibility. 

Cases of uterine inertia might continue inert beyond a reasonable time. 
In these, if there were dilatation of the os uteri, or if the membranes had 
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ruptured some hours previously, it might be better to recommence active 
labour as soon as possible considering both the child and the risk of sepsis 
to the mother. The four cases included reacted extremely well to medicinal 
induction. 

Another type of case admirably suited to this treatment comprised 
certain cases of accidental hemorrhage and marginal or lateral placenta 
preevia. Many of these cases when first seen were in a condition of 
temporary relief following a smart hemorrhage, or exhibited a constant 
but slight loss, continuing for some time; the uterus was contracting 
irregularly and at long intervals, or not at all, and there was little, or no, 
dilatation of the os uteri. Medicinal induction of labour in these cases 
where the risk of sepsis was greatly increased by interference was attended 
by great success. 

The harmlessness of the treatment, and the high percentage of successful 
results obtained, had led to the employment of it in other types of case 
where induction might justifiably be undertaken by mechanical means, and 
in cases where medicinal treatment has not been successful alone in starting 
labour, induction by bougies, within 24 hours afterwards, usually succeeded. 
Cases of post-maturity reacted well to this treatment (25 cases). It was 
used for severe albuminuria or threatened eclampsia in cight cases. 

Though labour might fail to commence after this treatment alone, Dr. 
Bailey believed that the specific action of quinine on the uterine muscle was 
- maintained to such a degree during the next 24 hours, that added mechani- 
cal stimulation (by bougies) quickly brings about regular contractions. 

Effect on the progress of labour. Patients differ markedly, physically 
and temperamentally, and so it was difficult to define the effect on the 
progress of labour. Shortening of the first stage appeared to result some- 
times. The most regular feature was the relatively painless nature of the 
uterine contractions. This occurred in 70 per cent. to a greater or less 
degree. In some it was so marked as to approach a condition of painless 
uterine contractions, and the uterus had to be carefully watched to deter- 
mine that labour was in progress. The pulse and temperature in the 
uncomplicated case showed no variation from normal labour. 

Interference during labour. Considering the type of case, the number 
of forceps deliveries was comparatively small (9 of the 78), and in these the 
low forceps operation was employed for the usual indications. 

The additional use of pituitrin. He believed that the course of quinine 
given as described, even if it failed to initiate uterine contractions, brought 
about a certain amount of tone in the uterine muscle itself. If given when 
the uterine muscle was in this condition—immediately after the course of 
quinine—pituitrin was not so liable to produce that state of irregular and 
spasmodic contraction which was known to cause rupture of the lower 
uterine segment. 

Pituitrin was given to the first 19 cases of this series without any 
untoward occurrence. The percentage of successes (68.4) with its use was 
not so high, however, as that obtained by the use of quinine and castor oil 
alone (72.7 per cent.). He believed it was unsound to employ a drug like 
pituitrin, of known. great power, but of uncertain action, in the first stage 
of labour. The latter 55 cases of the series were conducted without its use. 

Dr. Bailey thought, however, that pituitrin might be of assistance, with 
negligible danger, in induction of inevitable abortion when the uterus did 
not exceed the size of a five months’ pregnancy. It was especially useful 
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in the completion of an inevitable abortion at anything up to 34 months. 
From this up to five months a course of quinine and pituitrin, followed by 
a hydrostatic bag immediately was very successful. He believed that the 
danger of producing irregular and spasmodic uterine contractions by the 
administration of pituitrin was minimized by the quinine course imme- 
diately preceding it, and that its use in the producton of complete abortion 
at the dangerous stage up to 3} months, or even up to 5 months, was 
legitimate. Conditions were not then favourable to uterine rupture during 
labour. Beyond this stage, he believed, pituitrin should never be used, as 
the production of anything but regular and uniform uterine contractions 
was extremely dangerous. 

Conclusion. In this series labour had been successfully induced by 
purely medicinal means in 57 of the 78 cases (73 per cent.). In a small 
number of the earlier cases pituitrin was used in addition to quinine and 
castor oil, which were used alone in the majority of the cases. The per- 
centage of successes was greater in those where pituitrin was not used. 
It would appear, therefore, that the addition of pituitrin in no way increased 
the possibility of success. 

The high percentage of successful inductions by medicinal means 
assigned to this method a place in obstetrics. The percentage of successes 
was higher than Williamson’s (46.6 per cent.) and Muschallik’s (58.6 per 
cent.), but not so high as Watson claimed with the additional use of pitui- 
trin (90 per cent.). 

Williamson, in reviewing his cases, stated that the noteworthy points 
about the successful ones were (1) The patient was due, or overdue by dates. 
(2) The head was fixed or beginning to engage. (3) The cervix was par- 
tially or completely obliterated and the external os would admit a finger. 
In the series here reported there were many successes with premature cases 
and in others, where the foetal head was mobile and the cervix closed. 
From a survey of these it appeared therefore that quinine was definitely 
able to act upon a closed cervix, a point which Williamson apparently 
considered doubtful. 

Dr. Bailey considered that there was a definite class of case where this 
treatment was particularly useful, cases in which induction of labour was 
indicated but where methods involving interference per vaginam were 
contra-indicated (border-line cases between the normal and abnormal from 
the purely mechanical point of view). Only in two cases of the series was 
it found necessary to do Cesarean section after labour had been induced 
by this means. Had it been necessary to perform Czesarean section after 
mechanical attempts to induce labour had been made, the prognosis would 
have been graver than after the use of this medicinal method. 

Mr. M. H. Puiniirs (Sheffield) expressed his strong approval of this 
method of induction, especially when the cervix was infected. He would 
not care, however, to rely on it in cases of placenta praevia. He wished to 
know the relative proportion of successes in premature and full-term or 
post-mature inductions. He also asked if Dr. Bailey had analyzed the 
27 per cent. of failures in order to ascertain the possible causes of failure, 
with a view to improving the method. The time element was also impor- 
tant. How did this compare with, e.g., Miss Ivens’ recent series of cases 
of induction by means of the toy balloon ? 

Dr. A. A. GEMMELL (Liverpool) asked what means had been adopted in 
estimating the diagonal conjugate. 
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Dr. DouGat, (Manchester) said that he had used the quinine and castor 
oil method a good deal during the last three years, and had found it most 
useful. He had never seen any ill-effects follow either in the mother or 
child, but he had recently heard of a case where the child was born 
asphyxiated and did not recover, and this misfortune was thought to be due 
to the powerful uterine contractions induced by quinine. He would like to 
know whether Dr. Bailey had met with any similar cases in his series. 

Like most other methods it was particularly successful when the 
pregnancy was about, or past, full-term, or when the ovum was dead, but 
these were often the cases where a simple and harmless method was most 
called for. He had had cases of missed abortion where the uterus had 
completely emptied itself after the administration of these drugs. 

Cases of delayed onset of labour were often a source of considerable 
anxiety to those in attendance, and for these he strongly recommended the 
castor oil and quinine method. He had known such cases start in labour 
very quickly, and deliver themselves within twenty-four hours. Occa- 
sionally the method was almost too successful, and he related a case where 
labour started about three hours after the commencement of the method, 
and was completed within an hour and a half before either the accoucheur 
or his anzesthetist could arrive. 

He had not much experience of pituitrin in induction of labour, but 
thought that there could be no objection to its use before the commence- 
ment of uterine contractions. He certainly would not hesitate to use it, if 
necessary, in those cases where it was desired to empty the uterus during 
the first half of pregnancy. He thought that quinine and castor oil were 
well worthy of a place amongst the recognized methods of induction, and 
Dr. Bailey had done well to draw future attention to the subject. 

Mr. W. W. KiNG (Sheffield) said that he had used the quinine and castor 
oil method of induction a large number of times in the last few years, but 
he usually gave collosol calcium as a preliminary. He believed that this 
added to its usefulness. 

Mr. J. E. Stacy (Sheffield) asked what number of the cases were in labour 
when this treatment was commenced. 

Mr. J. CHISHOLM (Sheffield) said he was much interested in the analgesic 
effect which Dr. Bailey had described as following the use of this method. 
He did not think it was right to employ this method in the treatment of 
placenta praevia. 

Dr. BAILEY, in reply, said that medicinal induction was only used for 
true accidental haemorrhage or the high type of marginal placenta preevia. 
It would not be employed in cases of central placenta praevia. Sufficient 
data were not to hand to make any definite conclusion possible with regard 
to the lapse of time between the commencement of the treatment and 
delivery, in some cases delivery occurred before the termination of the 
treatment, and in others up to 28 hours after its administration. 

In cases of contracted pelvis the pelvis was carefully examined and 
efforts made to approximate the foetal head to the pelvic brim in cases 
subjected to this treatment. 

Dr. Bailey had never seen a case in which the child had become 
asphyxiated on account of the force of the uterine contractions. Of the 78 
cases of the series, all but 13 were not in labour at the commencement of 


the treatment. In no case had calcium been employed, as suggested by 
Mr. King. 
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EDINBURGH OBSTETRICAL SOCIETY. 


On November 11th the Edinburgh Obstetrical Society held its first 
meeting of the current session, when the President, Professor B. P. WATSON, 
gave his valedictory address on ‘‘ The Treatment of Puerperal Sepsis.” 
Before coming to the main subject of his address reference was made to 
the number of deaths of Fellows, which had occurred during the President’s 
term of office, and fitting tribute was paid to two past presidents, Dr. 
Lamond Lackie and Dr. Nathaniel T. Brewis, who had died and whose loss 
the Society mourned greatly. Allusion was then made to the healthy state 
of the Society with regard to new members and also to the excellent papers 
and discussions, which had been contributed during the past two years. 

The treatment of puerperal sepsis can be divided into three main 
classes—prophylactic, specific and non-specific. Prophylactic treatment is 
all-important as even weakly virulent organisms thrive on unhealthy 
tissues, so it is of the utmost urgency to maintain the prospective mother 
in the healthiest condition during her pregnancy and to do this requires 
adequate antenatal supervision and care. Any toxic foci in the body such 
as teeth, tonsils, etc., should be looked for and if present treated, as these 
may become active during the puerperium and give rise to localization of 
the causal organisms in the genital tract or cause dissemination into the 
blood stream. With regard to the elimination of pathogenic organisms 
from the vagina, it has been shown that douching even with lactic acid has 
given on the whole no good results. On the other hand purulent discharges 
should be investigated and treated as early in pregnancy as possible. 
prophylactic vaccine therapy has not been so efficient as might have been 
hoped for, and this is probably due to the number of germs involved in 
puerperal sepsis and also that little antibody is excited. If, however, 
definite organisms are known to be present before labour, then an auto- 
genous vaccine may prove of benefit. 

In the treatment of puerperal fever, when it has occurred, fresh air, 
sunlight, and good nursing are essential. Balcony accommodation should 
be provided, if possible, on the septic wing of all hospitals. The patient 
should be nursed in the Fowler position so as to allow free drainage. 

Specific therapy, which includes vaccine and serum therapy, has proved 
beneficial in some cases, but statistics show that it has not proved of great 
use in any large number of cases. Anti-streptococcal serum is perhaps the 
favourite remedy in this class, but if given it must be given early and in 
large doses, as it is useless if there is a massive blood infection or if 
thrombophlebitis has occurred. The treatment under this heading, which 
seems to offer the greatest possibilities of success at the present time, is 
immuno-transfusion, the patient being transfused with blood from a donor, 
who has been previously immunized with a stock vaccine or with phenol 
0.75 cc. of 0.5 per cent. solution. The immunization should be carried out 
three hours before the transfusion to give the best result. 

Many remedies have been used by different authorities in the non-specific 
treatment of puerperal sepsis, the majority depending on the protein 
reaction, which is threefold—local, focal and general, the last-named giving 
rise to a temporary leucopenia, which is followed by a marked leucocytosis, 
which is believed to be the principal therapeutic agent. Milk, casein, 
gelatine, etc., have all been advised, but the dosage is difficult, and on this 
account the treatment cannot be undertaken except under expert super- 
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vision. Arseno-benzol has proved to be beneficial in some cases, when 
given intravenously, and quinine administered intravenously and intra- 
muscularly has its advocates, its benefit being probably due in many cases 
to the formation of a fixation abscess. 

To summarize the treatment of puerperal sepsis—always make a careful 
general examination to exclude any other cause of the fever. Examine the 
lochial pad for odour, note the state of the uterus by abdominal palpation 
and inspect the perineum. Prescribe quinine orally, put the patient in 
Fowler’s position and near an open window. If there is no improvement in 
24 hours, take cultures from the uterus and blood and give antistrepto- 
coccal serum 50cc. intramuscularly or intravenously; this should be 
repeated in 12 hours and then daily. Quinine or arseno-benzol may be 
given intravenously as well. If the fever still persists a vaginal examina- 
tion should be made to exclude a local focus, which requires surgical treat- 
ment. All cases should be treated in hospital under the care of an obstet- 
rician aided by an expert bacteriologist. 

The retiring president then welcomed in the name of the Society Dr. R. 
W. Johnstone as President for the ensuing session. A hearty vote of thanks 
to the retiring president for his services to the Society during his term of 
office was proposed by Dr. Haig Ferguson and seconded by Dr. Fordyce. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, Novem- 
ber 20th, 1925. Sir SMYLY in the chair. 


The PRESIDENT (Dr. D. G. Madill) read an Address on ‘‘ A few thoughts 
on the teaching of practical midwifery and gynecology.” 


Sir Wi.iiaM SMYLY said that he did not think the President could have 
brought forward a more important subject. In his opinion, the worst thing 
was the curriculum. Many students who were going to be general practi- 
tioners did not like midwifery or gynecology, but being general practi- 
tioners, probably a large proportion of their work would be midwifery. 
No student could ever be certain that when he was qualified he would not 
be called upon to do midwifery. The important question was what could 
be done to improve the teaching of midwifery in Dublin. Sir William 
Smyly referred to the improvements which were taking place in teaching 
in London and other places. At the Royal Free Hospital, London, there 
was a professor and five assistants, and all the staff were whole-time 
teachers. They had every possible method of teaching, such as phantoms, 
dummies, and a very fully-equipped pathological department. There were 
three House Surgeons, and twelve pupils, who for five months did nothing 
but gynecology and midwifery. The pupils saw the patients during 
pregnancy and took notes under the supervision of a Registrar, and when 
labour came on they had full notes of the cases from the time of pregnancy. 
They also took notes of the puerperium. He personally looked upon 

clinical examination as the most important thing in teaching. In London 

and Edinburgh this difficulty had been, to some extent, got over. In 
London the patients were brought to the examination hall during the 
examination, but of course it was not possible to do this in midwifery cases, 
therefore there was no clinical examination. The officers in the hospital 
just gave the students a certificate saying that they had been thoroughly 
taught midwifery and gynecology. In Edinburgh the medical officers of 
the hospital were made examiners, and therefore the students could be 
examined any time that material was available. There was a great 
difference between giving a certificate and holding an examination; and 
he personally did not see why the medical officers in hospitals should not 
be examiners also. Naturally, if students knew that they had to pass an 
examination, they were very much more careful about learning than if they 
knew there was no examination to be passed. 


Dr. FItzGiBpon said that the faults in the final results from the teaching 
of midwifery did not arise from either the students or the teachers. There 
was a number of students who only aimed at fulfilling the minimum of the 
curriculum to enable them to enter for their examinations. The correction 
of this should not be thrown on the clinical teachers, it should be dealt with 
by the bodies that laid down the necessary curriculum. He thought the 
teachers did supply the necessary teaching, and this should for students be 
chiefly normal physiological obstetrics. If a student learnt to recognize a 
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normal case and that the normal physiological process of labour was being 
followed, he would be in a position to manage safely 90 per cent. of the 
cases he would meet in practice. It is not necessary for the general practi- 
tioner to diaguose accurately an abnormality, even if he does diagnose the 
condition he is probably not competent to deal with it successfully by 
operative means. It is sufficient to recognize that the case is not normal 
and therefore out of his province, just as he would in the case of other 
special branches of medicine and surgery. It is frequently stated as a point 
against the practical teaching of midwifery, that students are turned out 
into practice qualified to practise midwifery, when they have never applied 
forceps, done a version, and without having observed the characters of 
abnormal presentations. If every simple low forceps case in a year in the 
Rotunda Hospital was given to a student, there would not be enough for 
one each, and version is commonly a major operation. A student in 
surgery does not do major or even minor operations before being qualified. 
The conduction of cases as at present part of the obstetrics course was 
essential, it is the only way in which the normal physiological process of 
labour can be observed by the student, and it gives him the opportunity of 
acquiring the knowledge required to say whether a given case is normal or 
not normal. The attendance of a course of theoretical lectures in midwifery 
is useful, but these lectures should be chiefly devoted to explaining the 
normal physiology of pregnancy and labour in the same manner as normal 
anatomy and physiology and taught prior to clinical medicine and surgery. 
With regard to gynecology, this is a special subject, and it should be 
sufficient for the student to be acquainted with the characters of the normal 
female pelvis, to be able to make a vaginal examination and to recognize 
the normal conditions or a departure from the normal. If there is an 
abnormal condition present the newly qualified practitioner is no more 
justified in treating the condition than he is in prescribing and supplying 
glasses in a case of myopia. The great fault in the present teaching of 
obstetrics and gynecology is not in the course laid down in the curriculum 
but arises from the absence of any definite period of time being set apart 
during which the student must devote himself to the subjects and is free 
from other courses to enable him to do so. 


Dr. I. Cassrpy said he thought the tendency had always been to regard 
obstetrics as the least and last part of a student’s medical education. When 
one realized that obstetrics and gynecology concerned the reproductive 
part of the world, one realized that it was really the most important thing 
in the whole community. He quite agreed with what Dr. FitzGibbon had 
said about the teaching of abnormal midwifery. If normal midwifery was 
properly taught, it should be quite sufficient, as 60 to 70 per cent. of cases 
were normal. At the Coombe Hospital an afternoon dispensary was held 
three times a week, and at this dispensary the students were given an 
opportunity of feeling what a normal uterus was like. If they could be 
taught this, then he felt that the teachers might consider that their duty 
was done as far as possible under the circumstances. For if students knew 
this then when they came across an abnormal case they would be able to 
recognize it and send the patient on to a specialist for treatment. 

Students were not given enough time for the teaching of midwifery and 
gynecology. He quite agreed with Sir William Smyly that students should 
live in the hospital, and they should be there for not less than three months, 
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The method carried out in Edinburgh seemed to him to be very satisfactory. 
Dr. Cassidy then referred to the importance of ante-natal work. — 


Dr. Bethel Solomons said that the last occasion on which this subject 
had been discussed in this section was in 1910, when Dr. Fred Kidd gave a 
masterly communication. At that time two changes were contemplated 
which had the effect of improving teaching. The one was the rule to insist 
on theoretical lectures before the student took his practical course in mid- 
wifery ; the other was the practical examination at the final. The latter 
necessitated an improved knowledge of practical midwifery and gynecology. 
Since then there had been but few changes, and until alteration in the 
curriculum necessitates the reorganization of practical work done in a 
properly constituted hospital, difficulty will be experienced in effecting 
improvement. 


There was a great need for thoroughly equipped laboratories in charge 
of men thoroughly equipped as teachers, but there must be close co-opera- 
tion between the laboratory and the ward. The final in midwifery is the 
first practical examination for which the student competes, and he must be 
taught to visualize a patient when asked questions on the subject. A 
student as a rule was very keen on midwifery because it was his first real 
experience of treating a patient on his own responsibility. Dr. Solomons 
then referred to the valuable report on the teaching of midwifery and 
gynecology which had been furnished by Sir William Smyly at the request 
of the General Medical Council. Ante-natal clinics were absolutely neces- 
sary in this age of prevention, and post-natal clinics were relatively 
necessary. In teaching midwifery the student must have a knowledge of 
the physiological, but he must also have a knowledge of the pathological. 
The President had referred to teaching with the mannikin and he concurred 
that this was extremely useful. When he (Dr. Solomons) was assistant at 
the Rotunda, he with his colleague, the late Dr. Freeland, used to hold a 
course in operative obstetrics, using injected still-born babies for demon- 
stration. This method was also carried out at Vienna, and he was glad to 
know that the essayist had continued these demonstrations when he in 
turn became assistant. 

For twelve years he had taught gynecology to large classes at Mercer’s 
Hospital and had no difficulty, with the assistance of a patient, plasticene 
and a pelvis, in getting students to understand the position of the uterus 
and adnexa. 

He believed that theoretical lectures clearly given were a necessary 
adjunct to the text-book. 


Dr. J. S. QUINN said that he also regarded the teaching of normal mid- 
wifery as the most essential thing in teaching, and he felt that the teaching 
of too much abnormal midwifery tended to make students unduly interfer- 
ing. The enemies with which they had to contend were not laziness on the 
part of the teachers, or lack of interest on the part of the students, but 
surgeons, physicians, and the governing bodies of the medical schools. 
Every student should be compelled to be in residence in a maternity hospital 
for three months during part of his final years. He thought it would be a 
great advantage if students did not attend theoretical lectures until they 
had done the practical work in a maternity hospital. If this was done, he 
thought that students would learn a great deal more from the theoretical 
lectures, as it was impossible to visualize terms like post-partum hzemor- 


AA 
| 
a 
= 
| 
= 


- Reports of Societies 181 


rhage unless one had seen such a hemorrhage occur He then referred to 
the teaching of nurses, and said that about 70 per cent. of cases were 
attended by midwives, and not by doctors. An ordinary hospital nurse 
was trained for four or five years, and never worked except under the 
supervision of a doctor; whereas these nurses who constantly worked alone, 
were only trained for one year. 


Dr. A. H. DAvIDSON referred to the management and care of babies, and 
said that students had very little chance of seeing or examining the babies 
in hospital. He thought they should be encouraged to make remarks about 
the babies, and learn how to look after them. He had recently read a paper 
in the British Medical Journal, written by a man in India, on the practical 
instruction of operative midwifery, and in this paper he (the writer) had 
stated that by substituting for dummy babies, real babies, much better 
results were obtained. The live babies could be demonstrated with great 
ease, and the students took more interest than if he demonstrated with 
dummy babies. 


Dr. B. D. CRICHTON said he quite agreed with Dr. Madill in hoping that 
further practical education in midwifery and gynecology would soon be 
established. When he himself was qualified he had never put a pair of 
forceps on to a living subject, and he felt that if students now were allowed 
to do this, instead of just applying them to dummies, it would be a great 
advantage. Further advances would be made if the teaching could become 
more practical. 


Dr. W. D. O’KELLY said that a large percentage of students who went 
into practice didenot care for gynecological work, and did not have to do 
it after they were qualified. About 70 per cent. of cases were normal, and 
in these cases very often the general practitioner was not called in, as 
they were attended by midwives. He suggested that there should be a 
post-graduate course in midwifery, which could be taken in a lying-in 
hospital in the first post-graduate year, and that unless this course was 
taken general practitioners should not be allowed to do midwifery. At any 
rate, by this means, general practitioners would be able to deal themselves 
with minor cases, and recognize abnormal cases, and send them on for 
treatment to a specialist. An examination at the end of this post-graduate 
course should be compulsory. 


Dr. R. J. RowLeTTE referred to a discussion on the teaching of practical 
midwifery and gynecology which had taken place at the Academy of 
Medicine some years previously, and said that since then he did not know 
of any actual change which had taken place in the teaching, but the curri- 
culum had been cut down from six months to three months. He thought 
it possible, however, that the method of teaching was better now. He felt 
that there was a danger of the Dublin School losing its pre-eminence in 
midwifery owing to being too conservative in the teaching of this subject, 
and he thought that Sir William Smyly’s remarks about the Free Hospital, 
London, should be paid very great attention to. He thought that very 
often general practitioners did not realize the importance of such things as 
hemorrhages at the menopause because these things had not been 
impressed on them strongly enough as students. Teachers sometimes had 
not a due sense of proportion, and taught students things which really were 
of no importance at all to them, and neglected to impress strongly enough 
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on them the more important things. He agreed with Dr. FitzGibbon that 
the final results from the teaching of midwifery were not the fault of the 
teachers or the students, but of the licensing bodies. He felt it would be 
a good thing if the standard of teaching in Dublin, where there were so 
many facilities, could be raised, so as to make it higher than the standard 
in places where there were not so many facilities. 


Dr. MApDILL in reply said that owing to the lateness of the hour, he was 
unable to answer questions put to him by individual speakers. He could 
only hope that the discussion would be productive of some improvement in 
our teaching, but of course it would take a little time. 
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